Valley Cardiology & Vascular Clinic
3656 Cape Center Drive Fayetteville, NC 28304
Tel: 910-321-1012 Fax: 910-321-1022
AUTHORIZATION TO RELEASE MEDICAL RECORDS AND PATIENT

INFORMATION
(All sections must be completed)

By signing this form, | authorize you to release confidential health information about me, by
releasing 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: Birthdate:
Street Address: SS#last4
City, State, Zip: Phone

I, authorize Valley Cardiology to release
information in my patient medical records as directed below:

{ ) 'want my records reteased to me.
( )1 want my records released to another physician.

Please give the name of organization, address, phone, and fax number:

Purpose of disclosure: CONTINUITY OF CARE

Dates of service of records to be released: We will provide patients with their last two
office visit notes as well as all in-clinic testing and procedure reports. Patients will
continue to have access to the patient portal (FollowMyHealth.com) to obtain the
remainder of their clinical office visit notes.

FollowMyHealth.com
888-670-9775

Patient name/signature . Date:

Witness name/signature:




