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AUTHORIZATION FOR RELEASE OF PATIENT RECORDS & INFORMATION
I, ____________________________, born on ____ / ____ / ____ do hereby consent and authorize South Strand

        (Patient Name)
Cardiology, LLC to disclose to:

______________________________________, located at _________________________________________________
                 (Name Title or Organization) (Address)

The following medical records:

____________________________________________________________________________________________

____________________________________________________________________________________________

I understand that I have a right to revoke this authorization at any time. I understand that in order to revoke his
authorization, I must do so in writing and present my written revocation to South Strand Cardiology, LLC. I
understand that the revocation will not apply to information that has already been released in response to this
authorization. I understand that the revocation will not apply to my insurance company when the law provides my
insurer with the right to consent a claim under my policy.

Please indicate type of record(s) requested:

❏ Complete Available Medical Records

Most Recent Records: (Please check all that apply):

❏ EKG   ❏ Labs   ❏ Stress Test   ❏ Cardiac Cath   ❏ Echocardiogram   ❏ O!ce Notes   ❏ Carotid Doppler

❏ Other Records   If other: _________________________________________________

_____________________________   Date: _________
   (Patient Signature)

_____________________________   Date: _________
      (Parent/Legal Guardian or Guardian Authorized Representative)

Prepared by: _________________________________

_____________________________   Date: _________
                     (Signature)

If it is determined by South Strand Cardiology, LLC that your records are protected by Federal or State Laws and Regulations concerning
confidentiality of alcohol and drug abuse patient records, the diagnosis and treatment of AIDS, HIV infection or HIV related illness; the following
note will be attached to the information sent to the recipient. NOTE TO RECIPIENT OF INFORMATION: This information has been disclosed to you
from records protected by Federal or State confidentiality rules. Federal or State rules prohibit you from making any further disclosure of this
information, unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted. A
general authorization for the release of medical or other information is not su!cient for this purpose. The Federal or State rules restrict any use of
the information to criminally investigate or prosecute any alcohol or drug abuse patient.
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