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	Authorization for the

Release of Information


	 FORMCHECKBOX 

16101 N. 82nd Street, Suite A-8

 Scottsdale, AZ 85260

 Phone: (480) 323-1880

 Fax: (480) 905-1136
	 FORMCHECKBOX 
 3501 N. Scottsdale Rd.,  Ste 231

Scottsdale, AZ 85251


Phone: (480) 882-4770
Fax: (480) 882-4391
	 FORMCHECKBOX 
 10200 N. 92ND St. , Ste 100

Scottsdale, AZ 85258

Phone: (480) 323-3818
Fax: (480) 323-3238
	 FORMCHECKBOX 

1941 W. Guadalupe Rd., #108
      Mesa, AZ  85202

      Phone: (602) 467-8604

      Fax: (480) 491-3572


Fax: (480) 860-3238

	Name
	Social Security Number
	Date of Birth

	
	
	

	I authorize Scottsdale Healthcare Occupational Health Department to:


 FORMCHECKBOX 
 release  FORMCHECKBOX 
 obtain information from my medical record


 FORMCHECKBOX 
 to  FORMCHECKBOX 
 from the Organization/Agency listed below


Organization/Agency Name: 


Address: 


City, State, Zip: 


Release the following information from my medical record:


 FORMCHECKBOX 
 drug screen results
 FORMCHECKBOX 
 lab
 FORMCHECKBOX 
 Fire Fighter Physical Exam

 FORMCHECKBOX 
 HIV results
 FORMCHECKBOX 
 progress notes
 FORMCHECKBOX 
 other 


 FORMCHECKBOX 
 immunization record
 FORMCHECKBOX 
 x-ray
 FORMCHECKBOX 
 other 

The purpose of this request is for:
 FORMCHECKBOX 
 employment
 FORMCHECKBOX 
 further medical care
 FORMCHECKBOX 
 personal records

	I understand that this authorization shall expire, without my express revocation, six (6) months from the date written below.

	Signature
	Date

	
	

	Information Released By
	Date Released
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