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AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION TO AND FROM LITTLETON PEDIATRIC MEPICAL CENTER.

Completion of this document authorizes the disclosure and/or the use of individually identifiable health information, as set
forth below, consistent with Federal laws (including HIPAA) concerning the privacy of such information. Failure to provide all
information requested may invalidate this authorization.

Patient name: Date of birth

I, the undersigned, do hereby authorize (name of agency and/or health care providers):

1. 2.

To provide health information from the above-named child’s medical record to and from (list name and contact information for
individuals receiving health information):

The disclosure is required for the following purpose:

Requested information shall be limited to the following:
__ All minimum necessary health information
__Mental health related records

__Disease specific information as described

__ Other (specify)

DURATION: This authorization shall become effective immediately and shall remain in effect until or for one year
from the date of signature if no date entered.

YOUR RIGHTS: | understand that the following rights with respect to this Authorization: | may revoke the authorization at any
time. My revocation must be in writing, signed by me or on my behalf, and delivered to the health care agencies/persons listed
above. My revocation will be effective upon receipt but will not be effective to the extent that the Requestor or others have
acted in reliance to this authorization.

| have a right to receive a copy of the authorization.

APPROVAL:

Printed name

Signature Date

Highlands Ranch Center - 206 W. County Line Rd. « Suite 110 « Highlands Ranch, CO 80129 - (305) 791-9999

Ken Caryl Center . 8340 S. Sangre de Cristo Rd. . Littleton, CO 80127 . (303) 979-1234



