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	ADVANCED CARDIOVASCULAR HEALTH SPECIALISTS, P.C

Robert S. Grodman, D.O., F.A.C.O.I., F A.C.C., F.A.S.N.C.

Salwan P. Anton, D.O., F.A.C.O.I., F.A.C.C., F.A.S.E., F.A.S.N.C.

Raymond F. Gadowski, D.O., F.A.C.O.I., F.A.C.C.


Jason J. George, M.D.

Stephanie K. LaFever, PA-C

	
	Laurel Park Office Center

37799 Professional Center Dr.

Suite 105

Livonia, MI  48154
	
	Telephone (734) 464-3251  

Fax (734) 464-3368


AUTHORIZATION
TO RELEASE MEDICAL INFORMATION
Patient Name:_______________________________________________________ Date of Birth:____________________

SS#:_________________________________________ Maiden/Other Name:___________________________________

Patient Address:_____________________________________________________________________________________

                               Street                                                                                                      City                      State           Zip

Phone Number:_____________________________

I authorize_________________________________________________________________________________ to release information contained in my medical record (including if applicable, information about HIV infection or AIDS, information about substance abuse treatment, and information about mental health services).

All Records:  □ Yes      Other Records:__________________________________________________________________

Purpose and Need of Records:_________________________________________________________________________
__________________________________________________________________________________________________

Release/Send information to:
Advanced Cardiovascular Health Specialists, P.C.

37799 Professional Center Drive #105


Livonia, MI 48154


734.464.3251

734.464.3368 Fax

I understand that I have the right to withdraw this authorization at any time.  I understand that if I withdraw this authorization, I must do so in writing and present my written withdrawal to the Nurse Supervisor.  Medical treatment will not be altered upon withdrawal of this authorization.
_____________________________________________________
__________________________________

        Patient/Parent/Personal Representative Signature



                 Date

_____________________________________________________
___________________________________

                                Witness Signature





                 Date

If you are signing as a parent, guardian, or personal representative of the patient, describe this relationship and the source of your authority to sign this form below.
____________________________________________________
__________________________________________

                         Relationship to Patient





          Print Name

Source of Authority_____________________________________________________________
Revised 11/17/04

