
AUTHORIZATION FOR RELEASE OF INFORMATION TO
HEALTH CARE PROVIDER

I voluntarily authorize the YMCA of Greater Waukesha County (YMCA) to release or
disclose my protected health information related to my participation in the Cardiac
Rehab Maintenance Program to my primary care physician and/or other individuals
reference below. I understand that I reserve the right to receive a copy of this
authorization, and the information disclosed pursuant to this authorization may be
redisclosed by the person(s) listed below. I understand that I am not required to sign
this form to participate in the program and that I may revoke this authorization at any
time by sumbitting my revocation in writing to the YMCA.
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