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AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION


Patient Name:						 Date of Birth:				

Address: 											

Phone: Preferred) 					  Phone: Secondary) 				


Above listed patient/parent authorizes the following healthcare facility to make record disclosure:

Facility Name: 											

Facility Address: 											

Facility Phone:						  Facility Fax: 				

 (
I authorize the release of the following medical 
records
.
 
FOR THE PURPOSES HEREOF, “MEDICAL RECORDS” SHALL INCLUDE ALL CONFIDENTIAL HIV-RELATED INFORMATION (AS DEFINED IN A.R.S. SECTION 36-661), CONFIDENTIAL COMMUNICABLE DISEASE-RELATED INFORMATION (AS DEFINED IN A.R.S. SECTION 36-661), CONFIDENTIAL ALCOHOL OR DRUG ABUSE-RELATED INFORMATION (AS DEFINED IN 42 CFR SECTION 2.1 ET SEQ.) AND CONFIDENTIAL MENTAL HEALTH DIAGNOSIS/TREATMENT INFORMATION. 
)




This information may be disclosed and used by the following individual or organization:

Release To: 	ARIZONA KIDS PEDIATRICS							

Address: 	14823 W BELL RD. SUITE 208  SURPRISE, AZ 85374					

Phone: 	(623) 225-7030				 Fax: 	(623) 225-7497				

Medical Records (check one)	􀂅 ALL medical records   􀂅	The following described records only  (specify types and/or dates):

												

􀂅 Please mail records     􀂅 Please fax records     􀂅 Will pick-up records

I may revoke this authorization at any time providing I notify Arizona Kids Pediatrics, LTD in writing to that effect. I understand that any release which was made prior to my revocation in compliance with this authorization shall not constitute a breach of my rights to confidentiality. I understand that a photocopy of this authorization is considered acceptable in lieu of the original.

X__________________________________________________________________		 ______________________________
Signature of Patient / Parent / Guardian or Authorized Representative 			 Date


_____________________________________________________________________	 	_______________________________
Printed name of Authorized Representative 					Relationship to Patient
 (
OFFICE USE ONLY
Prepared and transmitted by:
Date:
)

						
Telephone number of Authorized Representative		
14823 W Bell Rd. Suite 208 Surprise, AZ 85374 / Phone: (623) 225-7030  Fax: (623) 225-7497
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