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Authorization for Release of Medical Information 
 
I hereby authorize Northern Virginia Cardiology Associates (NVCA) to release my 
health information as described below.  I understand that this authorization is 
voluntary.  I understand that the released information may be subject to re-disclosure 
and no longer protected by privacy laws.  You may disclose this health information 
to: ______________________________________________ 
 ______________________________________________ 
 ______________________________________________ 
 ______________________________________________ 
      (Telephone)          (Fax) 
 
You may disclose the following health information (check all that apply): 
_____ Entire record. 
_____ Health information related to the following treatment or condition: 
 ______________________________________________________________ 
 ______________________________________________________________ 
 ______________________________________________________________ 
_____ Health information for the following date(s): ________________________ 
 ______________________________________________________________ 
_____ Other (specify): __________________________________________________ 
 ______________________________________________________________ 
 
Reason for this authorization (check all that apply): 
_____ Per my request 
_____ Other (specify): _________________________________________________ 
 
Patient Rights: 
I understand that my health care and the payment for my health care will not be 
affected if I do not sign this form.  I understand that I may see and request a copy of 
this form after I sign it.  I understand that this authorization is valid for one year after 
the date of my signature.  I also understand that this authorization can be revoked by 
notifying NVCA in writing, but if I do, it will not affect any actions already NVCA 
based upon this authorization. I understand that there may be a charge for this 
service. 
 
Patient Name: ___________________________________________________ 

SSN: _________________________________ Date of Birth: _____________ 

Address: _______________________________________________________ 

Telephone: _________________________ Date of Request: ______________ 

_______________________________________________________________ 
Signature of Patient or Legal Representative            Relationship to Patient 
 
Date Faxed: ________________             Date mailed: _____________ 


