Cactus Children’s Clinic, P.C.
5940 W. Union Hills Drive, Suite D100, 
Glendale, AZ  85308
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Child’s Legal Name:___________________________________ DOB:______________

Address:________________________________________________________________

Home Phone #:____________________Cell Phone______________________________

I hereby voluntarily authorize the disclosure/release of all medical records:
Circle One:  To or From


Check Purpose of release:
Cactus Children’s Clinic, P.C.

___ Transfer to new physician (complete 

5940 W. Union Hills Drive


        records including immunization record)


Suite D100




___ Immunization Record Only 
Glendale, AZ  85308



602-978-2500 (phone)

            Other (describe)______________________
602-938-2198 (fax)



       ________________________________

Circle One:  To or From
Physician, Facility or Hospital:______________________________________________

Facility Address:_________________________________________________________

Phone:_______________________

Fax:_________________________
EMAIL:______________________________________
Medical Record requests are processed within 10 – 15 days unless chart is in our off-site storage.  
I agree to pay all fees prior to the mailing of my records.  I agree that a parent or legal guardian must pick up records and show ID.  
In addition, I understand there is no fee for the 1st copy of my child’s medical records/financial stmt or shot record. I do understand there is the $10.00 mailing fee.  Any additional copies ARE A $25.00 PROCESSING FEE FOR MEDICAL RECORDS.  In accordance with Federal regulation, I hereby consent to the release of records pertaining to treatment/diagnosis of the following should records contain this information: Conditions relating to drug and/or alcohol abuse, conditions related to psychiatric/psychological treatment, acquired immune deficiency syndrome (aids/HIV), communicable diseases.  

I understand that I may revoke this authorization at any time except to the extent that action based on this authorization has already been taken.

____________________________  
 ___________________  ___________________     
Parent or Guardian Name (print)     
Relationship to patient      Date
Parent or Guardian Signature: ___________________________
Picked up by:_______________________Relationship to patient:__________________Driver
License #:___________________________  Handed to by:__________________
