El Paso Cardiology Associates, P.A.
4301 N. Mesa St, Suite 100
El Paso, TX 79902
Ph # (915) 532-6767 Fax # (915) 532-4023

Medical Records Release Form
By signing this form, I authorize El Paso Cardiology Associates, P.A to release confidential health information about me, by release a copy of my medical records, or a summary or narrative of my protected health information, to the physician/person//facility/entity listed below.
Patient Name: _______________________________________ D.O.B: ______________________
  HIV/AIDS: I consent to the release of any positive or negative test results for AIDS or HIV Infection,
  antibodies to AIDS, or infection with any other causative agent of AIDS with the rest of my medical
  record.      Initial: _____________    Date: __________________
The information you may release subject to this signed release form as follows:
	· Completed Records
	· History And Physical
	· Progress Note
	· Care Plan

	· Lab reports
	· Radiology Reports
	· Pathology Reports
	· Treatment Records

	· Operative Reports
	· Hospital Reports
	· Medical Record
	· Other (Please Specify)


_____________________________________________________________________________________
_____________________________________________________________________________________
Release my protected health information to the following physician/person/entity:
Name:_______________________________________________________________________________
Address: _____________________________________________________________________________
City: ______________________________ State: _______________________ Zip Code: ____________
The purpose/reason for this release of information is as follows:
_____________________________________________________________________________________
I understand that El Paso Cardiology Associates, P.A, will provide this information within 15 days of receipt of request and that a fee for preparing and furnishing this information may be charged according to the ruling set forth by the Texas Sate Board of Medical Examiners.
Signature:
__________________________________                     ____________________________________
Patient’s Name                                                                            Signature of Patient or legal Representative
________________________________________                   ________________________________________
Patient’s Date of Birth or Social Security Number                   Printed Name of Patient or Legal Representative
____________________________________                            ________________________________________
Date                                                                                            Printed Name of Person Requesting Records                             
Please note a $25 Fee will apply for records requested 

