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Consent to Release Medical Records 

 
 
I, ______________________, authorize the release of my medical records to Transcend Medical, 
so they will be able to obtain information needed to bill my insurance. 
 
   

_____ Oxygen Saturation/Blood Gas Reports 
 
  _____ Certificate of Medical Necessity for __________________________________________ 
 
  _____ History and Physical  
 
  _____ Discharge Summary 
 
  _____ Physician Consults/Summary/Orders/Signed Orders 
 
  _____ CT Scan and Reading 
 
  _____ Face Sheet/Progress Notes 
 
  _____ Sleep Study/Titration/Interpretation/Cpap Follow Up  
 
  _____ Other _________________________________________________________________________________ 
 
    ________________________________________________________________________________ 
 
     
 
Requestor Signature ____________________________________________ Date___________________ 
 
This document accompanying this transmission contains confidential health information, it is legally privileged. This information is intended for 
the use of the individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any 
party unless required by law or regulation and is required to destroy the information after its stated need is fulfilled. If you are not the intended 
recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on the contents of these documents are 
strictly prohibited. If you received this in error please notify the sender immediately and arrange the return or destruction of these documents.  
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