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AUTHORIZATION TO REQUEST AND RELEASE MEDICAL RECORDS
Patient Name: Date of Birth:
Patient Phone: Patient Address:

Specific information to be released:
Date(s)
Record(s) All PHI in medical record including progress notes, cardiac testing, lab reports, radiology reports and EKGs

Whom Legacy Heart Center may receive my health information from:
Name:
Address:

Whom Legacy Heart Center may disclose my health information to:
Name:
Address:

PURPOSE: | authorize Legacy Heart Center to request or release my health information as specified above.

I understand that once Legacy Heart Center discloses my health information to the recipient, Legacy Heart Center cannot guarantee that
the recipient will not disclose my health information to a third party. The third party may not be required to abide by this authorization
or applicable law governing the use and disclosure of my health information. If I refuse to sign this authorization, my medical record
information will not be released.

I have read and understand the terms of this Authorization and | have had an opportunity to ask questions about the use and disclosure of
my health information. By my signature below, | hereby, knowingly and voluntarily, authorize Legacy Heart Center to request or
release my health information in the manner specified above.

Signature of Patient Date

If Patient is a minor or is otherwise unable to sign this Authorization, obtain the following signatures:

Signature of Personal Representative Date

Relationship to Patient

Patient requests a copy of this release

Waenard L. Miller, MD FACC & David A. Schwartz, MD FACC ¢ Samuel C. Woolbert, MD FACC
David W. Prewitt, MD FACC « John S. Hollowell, MD FACC ¢ David A. Rawitscher, MD FACC
Marc S. Shalek, MD ¢ Sarah A. Samaan, MD FACC Jose M. Rivera, MD FACC ¢ Rad G. Nair, MD
Philip A. Morales, MD ¢ Sahil Bakshi, DO ¢ Srinivasa Potluri, MD ¢ Patrick Kennedy, MD



