
 

Patient Name: ____________________________ 

DOB: _____________________________________ 

Address: __________________________________ 

Contact #: _________________________________ 

 

I____________________________________ authorize Corrielus Cardiology to release my medical 

information to_____________________________________. If I decide to revoke this privilege I will 

submit a written notice to Corrielus Cardiology. 

 

Patient Signature: _______________________________ 

Date: _______________________________________ 

Witness signature: _________________________________ 


