
 
Dear Requestor,  
 
Please find the attached Authorization form for Use And Disclosure of Protected Health 
Information.  To expedite your request, please follow these guidelines when completing 
the authorization form: 
 

 Include the patient’s FULL LEGAL name, and any previous names used  
 

 Include patient date of birth (DOB)  
 

 Include patient Social Security Number (optional) 
 

 Include patient address and phone number  
 

 Indicate WHO you would like the healthcare facility to release the requested 
records TO.  Include the complete name, mailing address, and phone number of 
the entity to receive the information 

 
 Indicate the dates of treatment for the requested records 

 
 Indicate WHAT records are being requested 

 
 Sign and date the form (The patient or authorized representative must sign ) 

 
Charges for Copies of Records 
 
 There is NO charge for records that are sent directly to another healthcare provider 
 For patient access, the charge is $0.10 per page of records copied 

 
Please note that ALL elements must be completed on this form, as it is a legal 

document.  Should you have questions on this form, please don’t hesitate to contact the 
Release of Information Department. 

 
Please Mail, Fax or drop off your request at Health Information. 
Address:                                        Fax: 303-788-4303                  Phone: 303-788-6071 
Swedish Medical Center 

      Attention: HIM 
501 E Hampden Ave 
Englewood, CO 80113 

 
Billing Requests call (866)475-1385       Radiology Films call 303-788-6057 




