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ABthorization Lo Oltain Prot€gted Heatth Infgfmatioq

PatientName: Date of Birth:

This form authorizes:

To release information to:

A complete copy of my medical records related to my medical diagnosis, treatment and condition.

I understand that I have the right to inspect a copy of infonnation to be disclosed and that I may withdraw
this authorization at any time, except to the extent that action has been taken based on this authorization.

I hereby authorize Lake Champlain Gynecologic Oncology to obtain records of my treatment,
including drug alcchol, depression, HMAIDS, hepatitis or other sexually transmitted disease unless
specified below.

I do not want the following information released:

I understand that this authorization will expire, without my express revocatiorq one year from the
Date signed,

Lake Champlain Gynecologic Oncology
lO{eo tline.abr,rr4 RJ,swtle 6ai
So Burlington, V€rmont 05403
P,802-859-9500 r.802-859-9944

Authorized Signature:

Address:

Date:

City, State, Zip:

Phone:



Lake Champlain
Gynecolagic Oncology

Ga,mpl Eltebbakh. \4D. FR|OG, F*{CQG * _lO{E$ l$ne*bq,rg qr{South Bprlipgtoq. YT 05*01

Authqrizatigg tp Releare.Protectd lleglth,Ipfprma{ou

Patient Name: Date of Birth:

This form authoriz.es Lake Champlain Cpocologic Oncology, P,C.,

To release information to:

A complete copy of my medical records rel*ted to my medical diagnosis, treatment and condition.

I understand that I have the right to inspect a copy of infbrmation to be disclosed and that I may withdraw
this authorization at any time, except to the extent that action has been taken based on this authorization.

I hereby authorize Lake Champlain Gynecologic Oncology to release reeords of my treatment,
including drug, alcohol, depression, HMAIDS, hepatitis or other sexually tansmitted disease unle.ss
specified below.

I do not want the following information released:

I undersiand that this authorization will expire, without my expres$ revocation, one year from the
Date signed.

L&ke ch$Inplpi+-Svnecplosic.9npolp,.w wilt isrpqse p cgpuqg.&e $0.50 per paee o.r-&
m:[g_imu{n af $5.0-0" }vhig}ever iq ereater.

Authorized Si gtrrature:

Address:

City, State, Zip:

Phorre:


