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AUTHORIZATION TO RELEASE OR REQUEST INFORMATION

**This organization does not pay for or charge a fee for record duplication.  

AND:___________________________ ___________________________________________________________

PATIENT NAME:





DOB:
 






SSN:







Name of Individual Responsible for Patient: _______________________________________________

Relationship to Patient: ________________________________________________________________


Phone Number: ______________________________________________________________________

Requesting consent to exchange information between the Maricopa County Department of Public Health Clinical Services Division and agency and/or party indicated above for the following period of time (enter day, month and year):     FROM: __________________TO: _____________________.

Purpose of disclosure:___________________________________________________________________


Description of information to be disclosed:


Discharge summary (date:      )


Xray








Progress notes




Treatment plan







RX record



______STD’s



___Verbal Communication
 

__
Labs





HIV/AIDS info




Other _____________________
I, the undersigned, hereby authorize and consent to the disclosure of information indicated between the above named entities.  I understand that this disclosure is valid throughout the date of consent until its date of expiration.  I also understand that I may revoke my authorization at any time, but that my revocation cannot reverse information previously shared between the named entities.  In addition, I authorize the use of a telefax or photocopy of this form for the release or disclosure of the information described above.


Date of consent:     /     /



Date consent expires:     /     /



___________________________________

_________________________________

Signature of patient/patient representative
Signature of witness
Notice to recipient: This information has been disclosed to you from records whose confidentiality is protected by Federal law.  Federal regulations (42CFR Part 2) prohibit you from making any further disclosure of this information without the express written consent of the person to whom it pertains.

If you have received this in error, please contact the sender to arrange for disposition of the information.
Between:   Department of Public Health Clinical Services	


	      1645 E. Roosevelt


      Phoenix, AZ  85008		








