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Noribeast Ohio Cardiovascular Specialists PhySiCianS

___85Arch Street, Ste 350/300 ___RPC. 6847 N Chestnut Ste. Ste 100 ___85 W, Cedar St. Ste 100 _201 Fifth Street, NE, Suite 16

Akron, Ohio 44304 Ravenna, Ohio 44. 66 Akron, Ohio 44307 Barberton, Ohio 44203
Phone: 330-376-7000 Phone: 330-287-6110 Phone: 330-376-0500 Phone: 330-745-7634
Fax: 330-376-1066 Fax; 330-296-059: Fax: 330-376-9900 Fax: 330-745-0910

Phone: 330-253-8185
Fax: 330-263-0853

Authorization for Release of Information

Patient: )

First Name M. Last Name
Address: Street City/State/fZip
Date of Birth Social Security #

| hereby authorize and request __ Northeast Ohio Cardiovascular Specialists, Inc. a Division of Summa Physicians Inc. __ Other
Pravider to provide;

Receiving Organization/Agency/Person Street Address

for the purpose of
City /State/Zip (Purpose of discloser of Information)

(Please specify by checking appropriate line)

_____History & Physical (last 2) _____HIV Testing and Treatment Information

_____Progress Notes __ Mental Health Records _____EKG's (most current)

___ Diagnostic Reports (most current) ____Alcohol & Drug Records ___ Device Reports (most current)
___Operative Repoﬁs {last one) ‘ _____Labsfanticoagulation (last 2)

____Other (Specify):

| understand that | have the right to inspect and copy the information to be disclosed.
| understand that this authorization will expire in six months.
| understand that | may revoke this authorization it any time by notifyirig NEOCS a Division of SP| but if | do it won't have any’

affect on any actions they took before they receivad the revocation.
[ understand that information used or disclosed p Jrsuant to this authorization may be subject to re-disclosure by the recipient and

may no longer be protected by federal or state lavv.

X

Signature of Patient Date

X

Signature of Legal Representative (Applicable) Date

X
Legal Basis on which consent is given by Representatire  Witness

Reviged 4-7-2008cs



