Phase II Center for Women’s Health

348 East 4500 South, Suite 200, Salt Lake City, Utah 84107

Phone (801) 262-9800   Fax (801) 262-8300

Barbara Hurst, MD

Elizabeth Graul, MD
REQUEST FOR RECORDS RELEASE

Name of Patient: _________________________________
Date of Birth: _______________

Social Security Number: __________/_____/___________
Home Phone: _______________
Address: _______________________________________
Work Phone: ________________

City, State, Zip: __________________________________
Fax #: _____________________
I HEREBY AUTHORIZE (Doctor/Facility records are being Requested from)




 (Doctor/Facility records from your facility REQUEST SEND TO) 
Physician and/or Facility: ___________________________
Attn: _______________________

Address: _______________________________________
Work Phone: ________________

City, State, Zip: __________________________________
Fax #: _____________________

Date records are needed by: ________________________
DISCLOSURE:  I AUTHORIZE Phase II Center for Women’s Health to release records to intended destinations stated above.  Unless revoked or otherwise indicated, this authorization will expire 90 days from the date of signing or shall remain in effect for the period reasonably needed to complete the request.
PATIENT’S SIGNATURE: _______________________________
DATE: __________________________
