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Carnelback

W ornen's Health AUrHoRlzArroN ro usuprsct,os' pRorECrED HEALTH rNFoRMArroN

I hereby authorize use or discloser of the narned individuats health infonnation as described below:

Name: DOR: SS#

Address: City State Zio

Telephone Number: Alternate Number:

Records sent directly to providers or healthcare facilities witt be done free of charge. Records given directly
to patients or other entities will be charged a duptication fee- see attached price list.

Records being sent to another provider for urgent medical treatment will be completed immetliately, all
other requests will be handled within 15 days from the date of this request.

/ -hpnlz nnp'

I r.,'ould like Camelback $/omen's Heslth tc disclcse m.,'rsccrds t..;:

Address:

i wouiri iike Aci<iress:

Llfy State:-- Zip to reiease my me<iicai

records to Camelback Women's Health.

Tatum Office: 11209 North Tatum Blvd, Suite 255 Phoenix, AZ 85028 602-494-5050 fax.. 602-494-2611

Camelback Office: 4530 North 32"d Sheet, Suite 100 Phoenix, AZ 85016 602-468-3912 fax: 602-840-0062

Dates of Treatment Requested:

Purpose of Request:

Iunderstandthatthein|ormationinmyrecordmayincludeinformationrelatingtose;xua1lytransmitteddisease'aoquiredimmunodefcienc\,synrome
rvith the human immunodeficiency r.irus (HIV). I1 also may include information about behavior or mental health services or trealments for alcohol and 6rug abuse.

lunderstandanydisclosureo|informationqrrriesrvi1hitthepoten1ialforre-disolosureandtheintbrmationthenmayno1beprotectedbv

I undcrstand I have the right to revoke this authorization a1 any time. Mv revocation must be in nnting and will not apply to information alreadl,based on tl-ris
authonzation.

lundcrstandauthor iz ingthedisclosurecl | th isheal th in|ormat ionisr 'o luntarY. icanrefse1osign1hisauthor izat ion. I t lonotneedtosi6rnthis
However, if this authorization is nseded for partioiprtion in a research study, my enrollment in the research study may be denietl.

I understand I may inspect or obtain a copy of the information to be used or disclosed.

I inless otherwise rcvoked, this authorization will expire in six rnonths unless I requesl the expiration kr begin on this clate

Sisnature of Patient Date:

Signature of Patient Guardian Relationship


