
 

 

AUTHORIZATION FOR USE OR DISCLOSURE OF MEDICAL INFORMATION 

 

A. EXPLANATION 

This authorization is for use or disclosure of medical information and is being requested of 

you to comply with the terms of the Confidentiality of Medical Information Act 1981, Sec 56 

et seq., California Civil Code. 

 

B. AUTHORIZATION 

I authorize            

to furnish and obtain the requested information to Heart of the Valley Pediatric Cardiology 

for the purpose of my or my child’s care. 

 

                        
Patient’s Last Name        Patient’s First Name         Patient’s Date of Birth 

 
                        
Guarantor Last Name        Guarantor First Name         Relationship to the patient 

 

 

□ Please send all medical records that are of importance to the cardiac care 

of this patient  

 

□ In particular, the medical records specifically requested include: 

 

________________________________________________________________ 

 

________________________________________________________________ 

 
 

                
Date                       

 

               
Signature                       

 

Fax or mail to:  

Heart of the Valley Pediatric Cardiology 

5933 Coronado Lane, Ste. 104 

Pleasanton, CA 94588 

FAX: (925) 397-2193 


