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Authorization for the Release of Health Information 
 
Patient Name:___________________________________________ D.O.B._________________________________     Sex:  M   F 
 
Parent(s) or Legal Guardian(s):________________________________________________________________________________ 
 
Address:___________________________________________________________________ Phone:___________________________ 
                               Street      
              ___________________________________________________________________ E-mail:___________________________ 
  City   State  Zip 
 
I consent to the release of protected health information indicated below: 
□ All      □ Office Reports      □ Hospital Reports     □ Surgery Reports □ Ekg/Echo      □ Labs        □ Other____________ 
 
The purpose for such disclosure is: 
□ My request (only parent/patient)   □ Payment/Insurance    □ Healthcare    □ Employment      □ Other________________ 
 
The information is to be released □ to □ from: 
 
Name: ___________________________________________ Phone: _______________________ Fax: _______________________ 
 
Address: ___________________________________________________________ E-mail Address: __________________________ 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Name: ___________________________________________ Phone: _______________________ Fax: _______________________ 
 
Address: ___________________________________________________________ E-mail Address: __________________________ 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Name: ___________________________________________ Phone: _______________________ Fax: _______________________ 
 
Address: ___________________________________________________________ E-mail Address: __________________________ 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Name: ___________________________________________ Phone: _______________________ Fax: _______________________ 
 
Address: ___________________________________________________________ E-mail Address: __________________________ 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Name: ___________________________________________ Phone: _______________________ Fax: _______________________ 
 
Address: ___________________________________________________________ E-mail Address: __________________________ 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
I understand this authorization is effective beginning on the date I sign it.  It may be revoked at any time, except to 
the extent the provider has taken action in reliance upon it, by delivering written notice to the HIM Manager at 
Children’s Heart Center.  The revocation will be effective as of the date received.  The information used or 
disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected.   
I understand my refusal to sign will in no way affect my treatment.  This authorization expires:_____________________ 
 
_____________________________________________            ____________________________            _____/_____/______ 
Patient or Parent/Guardian Signature                            Relationship to Patient              Date 
 

All items on this authorization must be completed in full or the request will not be honored. 
 
 

Southern Nevada 
3006 S Maryland Pkwy, Ste 690 Las Vegas, NV 89109 

Tel (702) 732-1290 ♥ Toll Free (866) 732-1290 
Fax (702) 732-1385 

E-mail: HIM@childrensheartcenter.com 

Northern Nevada 
85 Kirman Ave, Ste 401 Reno, NV 89502 

Tel (775) 324-6644 ♥ Toll Free (877) 732-1290 
Fax (775) 324-3849 

E-mail: HIM@childrensheartcenter.com 


