
COLORADO ORTHOPEDIC CONSULTANTS 
 

RELEASE OF INFORMATION 

I HEREBY REQUEST THAT COPIES OF: 

 

  MEDICAL RECORDS 

 

  X-RAYS 

 

BE RELEASED TO: 

 

DR.             

 

ADDRESS:            

 

CITY:            

 

STATE:      ZIP:       

 

PHONE:      FAX:       

 

PATIENT NAME:          

 

SIGNATURE:           

 

PRINT NAME:           

 

ADDRESS:            

 

CITY:            

 

STATE:      ZIP:       

 

PHONE:      FAX:       

 

BIRTHDATE:           

 
Return to:  Colorado Orthopedic Consultants 

Medical Records Department 

1411 South Potomac Street, Suite 400 

Aurora, CO  80012 

 

Phone:  303-695-6060 x121 

Fax: 303-369-7776 


