PASSPORT Hearmae

Fmt Class Medical Care For Travel Anywhere

Release of Records Consent

I do hereby give consent for

Passport Health - Colorado to release my vaccination records to

Their contact information is as follows:

Contact Person:

Fax Number:

Mailing Address:

My records may be released via the United States Postal Service OR via facsimile.

Patient or Legal Guardian Signature Date of Birth Today’s Date



