Authorization for the release of medical information

Patient’s name: _____________________________  Date of birth: _____/_____/_____
Address: _______________________________________________________________
Home phone: _________________________  Other phone: ______________________

Email Address:__________________________________________________________
Requesting records from: 
    A Woman’s Place






    215 S. Power Rd. #218





    Mesa, AZ 85206

Mail or fax records to: _______ Self $35 charge
   _______ Physician No Charge 
Physician Name/address:___________________________________________________

Phone: (        )________________________  Fax: (        )__________________________
If records will be forwarded to another physician, there will be no charge.  In all other situations, there will be a $35.00 processing fee.  We accept cash, check, credit card (Visa, Master Card, Discover) and this is due at the time of pickup or can be paid over the phone with a credit card.  Thank you.

Please release all medical records unless specific date(s), procedures, or other items are listed here: _____________________________________________________________
Reason for requesting records: _____________________________________________
I authorize the release of the above requested records, including those which may contain confidential HIV/AIDS related information, confidential information related to mental health, drug and/or alcohol use or sexual history and that records will be forwarded to the above name and address/fax

I understand that I may revoke this authorization at any time, except to the extent action based on this authorization has already been taken.  This authorization will automatically expire one year from today’s date unless specified here:__________.  The expiration period noted here may exceed one year only in certain situations as specified by law.  
I understand that once information is released pursuant to this authorization, we cannot prevent the redisclosure of this information to another third party.

I give my consent freely, voluntarily and without coercion.  

_____________________________________________  Date: _____/_____/_____

Patient’s signature

