
 

Authoriza�on for Communica�on 

I,_____________________________________________________, ______________________________ 
 (patient or patient’s legal representative name)             (date of birth) 
 
Authorize South Denver Cardiology staff to use verbal communica�on to disclose my health informa�on 
as it pertains to care and treatment. South Denver Cardiology may verbally disclose my health 
informa�on to the following individuals:  
 
_________________________________________   ___________________________________________ 
Primary caregiver name/rela�onship        Address/phone 
                           ___________________________________________ 
 
_________________________________________   ___________________________________________ 
Name/Rela�onship             Address/phone 
                                                     ___________________________________________ 
 
_________________________________________   ___________________________________________ 
Name/Rela�onship           Address/phone 
             __________________________________________ 
 
_________________________________________   ___________________________________________ 
Name/Rela�onship                                           Address/phone 
             __________________________________________ 
 
I understand that I have a right to revoke this authoriza�on at any �me, and that if I revoke this 
authoriza�on, I must do so in wri�ng and present my writen revoca�on to South Denver Cardiology. I 
also understand that the revoca�on will not apply to informa�on released prior to receipt of such 
revoca�on. 
 
I understand this request will remain in effect un�l I no�fy South Denver Cardiology in wri�ng with any 
changes. I understand authorizing the verbal disclosure of my health informa�on is voluntary. I need not 
sign this form to ensure health care treatment.  
 
___________________________________________     ________________________________________ 
Signature of pa�ent                  Date 
 
_______________________________________________ 
Printed name of pa�ent 
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