MEDICAL RECORD RELEASE FORM
I, ________________________________________________ authorize the following:

[image: image1.jpg]undance

MEDICAL

ASSOCIATES PLLEC




 

Sundance Medical Associates, PLLC




633 E. Ray Rd, Ste 133




Gilbert, AZ. 85296




Office 480-782-0609 Fax 480-782-0610
To release private medical information as outlined below.

Information to be furnished to: ___________________________________________
Address______________________________________________________________
City___________________________________State___________Zip____________
Office_________________________
Fax_________________________________
Please release:



__All medical records


__Lab results



__Consultation reports


__Operative report



__Discharge Summary


__Pathology report

__EKG reports



__X-ray reports

Other____________________________________________________
I understand that I have the right to revoke this authorization at any time.  I understand

that the revocation will not apply to my insurance company when the law provides my 

insurer with the right to contest a claim under my policy.  Unless otherwise revoked, this
    authorization will expire on the following date, event of condition__________________
If I don’t specify a date, event or condition, this auth will expire in 1 year.
I understand that authorizing the disclosure of my health information is voluntary.  I can refuse
to sign this form.  I need not sign this form in order to assure treatment.  I understand that 
I may inspect or have a copy of the information to be used or disclosed, re-disclosure and the
information may not be protected by federal confidentiality rules.
Patient Name_________________________________________________________DOB_____________
Addr________________________________________________________________Phn______________

Patient Signature__________________________________________________Date__________________
If patient is a minor or unable to sign:

Signed by_______________________________________________________Date___________________

Relationship_____________________________________________________

Witness by______________________________________________________Date___________________


