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Admissions and Records
Student Center, Room #261
Phone: 719-549-3018
	
Healthcare Verification

Instructions
All students who intend to appeal tuition for extenuating health circumstances must obtain healthcare provider verification.
Requested by (student/patient):
S #:  Phone #:  Phone # (Alternate): 
First Name: 	Middle Name  	Last Name: 
Healthcare Provider(s):
First Name: 	Middle Name  	Last Name: 
Physical Address:  City:  State:  Zip: 
Phone #:   License Number: 
Protected Health Information to be Released: 
Please indicate all areas that should be shared with Pueblo Community College.
	 Clinical Progress	 Recommendations	 Discharge Orders
	 Recovery Length	 History / Exam Data	 Referrals
	 Pharmaceutical Effects	 Surgeries	 Physical Diagnoses
	 Treatment	 Psychiatric Diagnoses	 Other 
Purpose of Release:
The purpose of the release is to explain why the student was unable to complete semester-enrolled courses at PCC and to make a determination if the semester should be removed from the student’s educational record. 
I grant the named healthcare provider(s) permission to release my protected health information (PHI) to Pueblo Community College. I understand my PHI is protected by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and cannot be disclosed without my written consent. This release authorization is intended for use only by the recipient named above and only for the purpose described above.
Student Signature:  Date: 
Healthcare Provider Verification and Signature:
Please attach PHI as requested above. In addition, please describe any physical or mental restrictions and how the restrictions prevented the student/patient in participating in her/his chosen courses of study.

Healthcare Provider Signature or Stamp:  Date: 
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