
 
South Suburban Family Medicine 

Jeffry N. Gerber, M.D., Denver’s Diet Doctor 
7780 S. Broadway Suite 250, Littleton, CO 80122 

 
Health Information Request 

Authorization to use or disclose my protected health information 
 

 
Patient name: ____________________________________________________ Date of birth: _____________________ 
 
I request the following organization release my health information: 
Name (or title) and organization ______________________________________________________________________ 
Address _____________________________________City ________________________State ________Zip_________ 
Phone ______________________________________ Fax _________________________________________________ 
 
I authorize the above organization to disclose the following health information: 
� All my health information maintained by the above named practice  
     Exclude the following health information: _____________________________________________________ 
� My health information relating to the following treatment or condition: _____________________________________ 
� My health information for the date(s): _______________________________________________________________ 
� Other: ________________________________________________________________________________________ 
 
Reason(s) for this authorization (check all that apply)                           
� At my request 
� Other (specify): _________________________________________________________________________________ 
 
I authorize the use or disclosure of my protected health information.  I specifically authorize any current employee of the 
above organization to disclose my protected health information as described on this form to the recipients listed below.  
 
Please release my health information to: 
South Suburban Family & Occupational Medicine 
Denver’s Diet Doctor, Jeffry N. Gerber, M.D. 
7780 S. Broadway, Suite 250 
Littleton, CO 80122 

 

 

___________________________________________ _________________________ ________________________ 
Patient or legally authorized individual signature    Date    Time 

___________________________________________ __________________________________________________ 
Printed Name if signed on behalf of the patient      Relationship (parent, legal guardian, personal representative, etc.) 

 
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––– 

Phone: 303-346-9490  •  Fax: 303-346-9309  •  http://jgerbermd.com 
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