AUTHORIZATION FOR RELEASE OF INFORMATION

TO:

I hereby authorize the release of my medical records to:

Northwest Ohio Cardiology Consultants

O 2940 N. McCord Rd., Toledo, OH 43615 Fax: (419) 842-3046
O 770 Riverside Ave., #106, Adrian, MI 49221 Fax: (517)266-0956
O 1037 Conneaut Ave., #202, Bowling Green, OH 43402 Fax: (419)353-9901
O 715 S. Taft Ave., #195, Fremont, OH 43420 Fax: (419) 333-9537
O 11-600 State Route 424, Napoleon, OH 43545 Fax: (419) 592-0563
O 2702 Navarre Ave., #310, Oregon, OH 43616 Fax: (419) 691-0296
O 500 E. Pottawatamie St., Tecumseh, MI 49286 Fax: (517)423-5567
O 734 S. Shoop Ave., Wauseon, OH 43567 Fax: (419)337-9994
O Fax:

Patient Name DOB

(Please print)
Address

Patient Signature

Witness Signature

* * CONFIDENTIAL INFORMATION * *
This document contains confidential information. This information is intended only for the use by the individual or entity named above. The authorized
giplzﬂl{_ (1111' this information is prohibited from disclosing this information to any other party and is required to destroy the information afier its stated need has
en illed.

If you are not the intended recipient, you are hereby notified that any disclosure, ‘co;zzing, distribution, or action taken in reliance on the contents of this
document is strictly prohibited. If you have received this fax in error, please notify the sender immediately to arrange for the return of these documents,



