
ADM-132 (5/05) 

In order to provide results and recommendations from your child's evaluation at 
National Jewish, to your child's physician at home, we need to have complete 
information.  Please complete this form and return it to the Pediatric Services 
Administration Department when you arrive for your child's appointment. 
 

Primary Care Physician (Last, First):  

Address:  
(Street) (Suite #) 

  
(City) (State) (Zip) 

Telephone:  Fax:  

Specialist Physician (Last, First):  

Address:  
(Street) (Suite #) 

  
(City) (State) (Zip) 

Telephone:  Fax:  

Specialist Physician (Last, First):  

Address:  
(Street) (Suite #) 

  
(City) (State) (Zip) 

Telephone:  Fax:  

Specialist Physician (Last, First):  

Address:  
(Street) (Suite #) 

  
(City) (State) (Zip) 

Telephone:  Fax:  

I authorize National Jewish Health to release medical information to the above physicians. 
 

Patient/Parent 
Signature:  


