
Cornerstone Pediatrics
Avista Location: Children’s Hospital Location:
90 Health Park Drive, Suite 160 469 State HWY 7, Suite #400
Louisville, CO 80027 Broomfield, CO 80023

(303)673-9030 (303)604-1095 - Fax

REQUEST FOR RELEASE OF MEDICAL RECORDS TO
CORNERSTONE PEDIATRICS

Patients Name
Last ______________________________ First_________________________ D.O.B._______________

I authorize ______________________________ to disclose the following specified health care information below
to the above-named organization on this request.
Phone number __________________ Fax number ___________________ to contact them to get records.

** WEMUST HAVE A PHONE NUMBER AND FAX NUMBER IN ORDER TO COMPLETE THIS REQUEST**

Please note: The information to be released may include a diagnosis or reference to the following condition(s):
Behavioral health services/psychiatric care, alcohol and/or substance abuse, sexually transmitted disease or reproductive health,
gender issue or HIV/AIDS.
Patient 12 years or older signature required to release these records

__________________________________________
Signature of patient

This information is to be released now: Information to be released:
_____ Release of records to another medical facility _____Last 2 well visits, Growth chart, Immunizations, problem list
_____ Release of records to patient/parent _____Pertinent medical records for Specialist/Diagnosis
_____Release of records to Authorized Representative _____Records from _________________ to ________________

I understand that I may cancel this authorization to release information at any time. I also understand that once the information
has been given out in good faith: I cannot stop it from being used. I understand that the information released is not to be
disclosed to any other individual agency without my further written permission. This consent will automatically expire one (1)
year after the date signed, the date the minor child becomes an adult under Colorado law or when it is no longer needed for the
purpose stated above, whichever is later.

Person authorized to sign for the patient(s):

__________________________ _______________ __________________________ _______________
Print Name Relationship Signature Date

____________________________________________
Best Phone number to be reached during business hours

PLEASE DO NOT FAX RECORDS OVER 25 PAGES, PLEASE MAIL TO THE
ADDRESS ABOVE.
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