
Animal Hospital of Colorado Springs 

1015 Cheyenne Meadows Road 

Colorado Springs, CO 80906 

www.animalhospitalcs.com 

719-579-9488 
 

Medical Records Release Authorization 
 

Owner Name: ______________________________________________________________________________ 

Owner Address: ____________________________________________________________________________ 

City, State, Zip: ____________________________________________________________________________ 

Owner email: ______________________________________________________________________________ 

Pet Name: __________________________ Age: _____________ Breed: ______________________________ 

 

Please release records to the following veterinary facility: ___________________________________________ 

Veterinary facility phone: ____________________________Fax: __________________________________ 

Veterinary facility email: _____________________________________________________________________ 

Request reason: _____ Move (inactivate my account)    _____ Specialist/Referral     _____ Change Veterinarian 

If you are changing veterinarians we are sorry to see you go.  We strive to provide excellent care and customer 

service at every visit.  We welcome any feedback you may give so we can further improve the level of care and 

service we provide to our clients. 

 

There will be a processing fee for copies of medical records which must be printed.  We can email records to 

you or a veterinary facility at no charge. 

 

By signing below, I agree to the following statements: 

• I hereby request Animal Hospital of Colorado Springs to release my pet’s medical records to the facility 

listed above. 

• I am the owner, or owner’s authorized representative. 

• I understand that the contents of the records may include, but is not limited to, information relating to my 

identity (name, address, phone numbers). 

• This authorization does not have an expiration date, unless specifically noted by the owner. 

• I understand that this authorization is subject to revocation at any time, except to the extent that action has 

already been taken. 

• A photocopy or facsimile of this authorization will be considered valid unless otherwise specified. 

 

I hereby state that I have read and fully understand the above statements as they apply to me.  I consent 

to the release of records. 

 

 

___________________________________________________  ___________________________ 

Owner or Authorized Representative Signature       Date 

 

If you wish to revoke this authorization, you must do so in writing to Animal Hospital of Colorado Springs at 

1015 Cheyenne Meadows Road, Colorado Springs, CO 80906. 


