
                          Margaret Eagan, MD                     Kate Johnson, N.P.-C 

4500 E. 9th Ave. #640 Denver, CO. 80220  Phone (303)394-WELL(9355)  Fax (303)394-1932 

 
REQUEST FOR RELEASE OF MEDICAL INFORMATION - FORM MUST BE FILLED OUT COMPLETELY 

 
Please Note: Records requests can take up to two weeks to be fulfilled and are processed and billed by Confidential 
Copiers. Please call Confidential Copiers at (303)761-7205 with any status or billing questions. 

 
Patient Information - Please Print 

Patient Name (printed): _______________________________________________________________________________ 

Address:___________________________________________________________________________________________ 

Date of Birth: ___________________  SS# ________________________ Phone:_________________________________ 

 

Physician/Facility to RELEASE Your Records: 

Name: ______________________________Address:_______________________________________________________ 

Phone #_____________________________ Fax #_____________________________ 

 

Who is to RECEIVE Your Records: 

Name: ______________________________Address:_______________________________________________________ 

Phone #:____________________________ Fax #:__________________________________ 

 

AUTHORIZATION FOR RECORDS RELEASE 
I acknowledge, and hereby consent to such, that the released information may contain alcohol, drug abuse, psychiatric, HIV results or AIDS 
information. I understand that this authorization may be revoked by me at any time except to the extent that action has been taken in reliance upon it. 
The information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and no longer protected. I 
understand that there may be a fee involved with the fulfillment of this request.  See fee schedule below. I understand that the term Complete Chart 
for release of Protected Health Information mean that only records generated by this facility will be released. I have read the above and 
authorize the disclosure of the protected health information. 
 
____________________________________________________________________   _______________________________ 
Signature of Patient/Guardian        Date 
 
I authorize Canterbury Wellness Center to release the information indicated below to the physician/facility named above. 
 
_____ Recent reports on: (circle one) annual physical, surgeries, procedures, laboratory tests, imaging, physician orders 
 
_____ Records specifically relating to: (diagnosis or condition) ________________________________________________ 
 
_____ All of my current records at your office or facility.  Are you changing primary care physicians?         Yes         No 
 
Fees: First 10 Pages $14.00 total 
 Pages 11-40 $   .50 each page 
 Pages 40-up $   .33 each page 


