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PERMISSION TO RELEASE MEDICAL INFORMATION
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Front Range Dermatology Associates (FRDA) has my permission to leave personal information in the following locations in the event that I cannot be reached directly:

Please Initial:                                                        Yes                         No

Cell/ Home answering machine/voicemail:       	_______                 	________

_________________________________

Email: ____________________________           	________              	________


Okay to discuss information/ results with (i.e family members/spouse/dependents/etc.):

Name (Last, First):  _______________________ Relationship: ________________

Phone: _______________________________

Name (Last, First):  _______________________ Relationship: ________________

Phone: _______________________________


I give FRDA permission to send any results/medical office notes to my primary care provider:

Provider/group name:__________________________________________________________



Patient Name ______________________________________________________________
(Print)	(DOB)
Patient/ Legal Guardian Signature:_____________________________________________
(Date)



6801 W. 20th Street, Suite 208, Greeley, CO 80634
1825 E. 18th Street, Suite C, Loveland, CO 80538
500 Main Street, Fort Morgan, CO 80701
4038 S. Timberline Road, Suite100 Fort Collins, CO 80525
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