CARETRACKER ACCT#

Boulder MRI

Patient's name DOB

o Release from o Release to
O Boulder MR, LLC, 1000 W South Boulder Rd, Suite 105, Lafayette, CO 80026

O Patient

OOTHER

o Release from o Release to
o Boulder MRI, LLC, 1000 W South Boulder Rd, Suite 105, Lafayette, CO 80026

O Patient

OOTHER

GENERALAUTHORIZATION: |authorizetheabove-namedhealthcareprovidertoreleasetheinformationspecified belowtotheorganization
agency, or individualnamedonthisrequest. Methodofreleaseshallbepertinenttotheneedandmayincludephotocopies, faxcopies, personalreview,audio,video, electronic, or verbal communication
by appropriate practitioner. | understand that BCH may not refuse to provide treatment if | refuse to sign this authorization, unless this authorization is necessary to participate in a research study or if

the purpose of the treatment is to provide information to the party listed in this authorization. | understand that except for drug and alcohol treatment records, information disclosed under this
authorization may be re-disclosed by the recipient and is no longer protected by privacy laws.

INFORMATION REQUESTED:
o Complete copy of medical record
O Imaging Reports

O Physician’s orders

o CD

oOOther:

CONDITIONS AND DATES OF CARE COVERED:
O Regardingthesetreatmentdatesand/orforconditions:
O Alladmissions or care atthis facility provided as of the date of mysignature.

PURPOSE(S) FOR WHICH INFORMATION IS TO BE USED:
o Further eval / treatment Olnsurance/reimbursement olLegal o Verify Treatment Status OPersonaluse
o Worker'sCompensation o Other (specify)

EXPIRATION OR REVOCATION OF AUTHORIZATION

l understand that | may revoke this authorization at any time, except to the extent that action has already been taken to comply with it. Without my previous expressed revocation, this authorization
will automatically expire 90 days from the date of my signature unless noted below.

oOn oNo longer than daysfromthedateofmysignatureorunderthefollowingconditions:
O Upon fulfilling the purpose or need for information as specified above, but no longer than days from the date of my signature.

NOTE: Federalregulationsrequire consenttoreleasealcoholordrugrecordslastnolongerthanreasonably necessarytoservethe purposefor whichthereleaseisgiven.

SIGNATURE: A copyofthisauthorization(includingafacsimile copy) maybeusedwiththesameeffectivenessastheoriginal.

Patient's signature Date
Authorized representative name (please print) Relationship to patient
Authorized representative signature Date
Witness Date

HIPAA Release of Medical Information
01/13
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