AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

	To:
	

	


	PERSON WHOSE RECORDS ARE BEING REQUESTED

	Patient Name: 
	

	Maiden or Previous Name(s):
	

	Date of Birth:
	
	Social Security No.:
	


The undersigned hereby authorizes you or any member or employee of your office or association to release complete and legible copies of any and all written information, including any form of electronic writing, concerning my physical and/or mental condition, care and treatment to Nationwide Legal Service or:

NAME AND ADDRESS OF PERSON REQUESTING RECORDS
	INFORMATION TO BE RELEASED

	 FORMCHECKBOX 
  Complete Medical Record(s) (as defined by A.R.S. §12-2291)

	 FORMCHECKBOX 
  Discharge Summary 
	 FORMCHECKBOX 
  Laboratory Reports
	 FORMCHECKBOX 
  Emergency Medicine Reports

	 FORMCHECKBOX 
  Billing Statements
	 FORMCHECKBOX 
  Dental Records
	 FORMCHECKBOX 
  History & Physical Exams

	 FORMCHECKBOX 
  Pathology Reports
	 FORMCHECKBOX 
  Operative Reports
	 FORMCHECKBOX 
  Diagnostic Imaging Reports

	 FORMCHECKBOX 
  EKG
	 FORMCHECKBOX 
  Radiology Reports
	 FORMCHECKBOX 
  Consultation Reports

	 FORMCHECKBOX 
  Progress Notes
	 FORMCHECKBOX 
  Outpatient Clinic Records
	 FORMCHECKBOX 
  Physical Therapy Records

	 FORMCHECKBOX 
  X-ray images/films
	 FORMCHECKBOX 
  Pharmacy Records/Profiles
	 FORMCHECKBOX 
  Insurance Claims Records

	 FORMCHECKBOX 
  Photographs, videotapes, digital, other images

	 FORMCHECKBOX 
  Other  (please specify) ==omplete Records including intake assessment 
	


	DATE OR TIME PERIOD FOR INFORMATION SELECTED ABOVE

	 FORMCHECKBOX 
  All
	 FORMCHECKBOX 
  Other (specify):
	

	

	

	SPECIFIC AUTHORIZATIONS

	The following information will not be released unless you specifically authorize it by marking the relevant box(es) below:

	 FORMCHECKBOX 

	I specifically authorize the release of information pertaining to drug and alcohol abuse diagnosis or treatment (42 C.F.R. §§2.34 and 2.35).

	 FORMCHECKBOX 

	I specifically authorize the release of information pertaining to mental health diagnosis or treatment 

	 FORMCHECKBOX 

	I specifically authorize the release of HIV/AIDS testing information and/or communicable disease‑related information (A.R.S. §36-661).

	 FORMCHECKBOX 

	I specifically authorize the release of genetic testing information (A.R.S. §12-2801).

	THE PURPOSE OF THIS RELEASE

	The information being disclosed may be used only for legal and/or litigation purposes relating to claims and/or lawsuits pertaining to: CASE NUMBER (FC OR FN) NUMBER


	REDISCLOSURE


I understand that the Recipient, WITHOUT FURTHER AUTHORIZATION, may disclose said information to parties, insurers, experts, potential experts, anyone against whom claim is or has been made, administrative agency and court officials hearing claims and/or lawsuit, and any agents, employees, or representatives of any said persons.  If the information is disclosed, I understand that it may no longer be protected by the Federal Privacy Regulations.

I SPECIFICALLY AUTHORIZE AND CONSENT TO ANY SAID DISCLOSURE AND REDISCLOSURE.
	YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION


· Right to Refuse to Sign this Authorization – I understand that I am under no obligation to sign this Authorization and that my refusal to sign will not affect my ability to obtain treatment, payment for services, or my eligibility for benefits.  However, refusal to sign may affect the litigation in which I am involved.

· Right to Withdraw this Authorization – I understand that I may revoke this Authorization, except to the extent that action has already been taken in reliance upon it, by giving written notice to the health care provider or record keeper.

	EXPIRATION OF AUTHORIZATION


Unless otherwise revoked, this authorization expires upon the conclusion of the litigation which is the purpose of this Authorization.

A photocopy, or exact reproduction of this signed Authorization shall have the same force and effect as this original.

	SIGNATURE

	
	
	

	(Signature of person whose records are being requested)
	
	Date of signing

	
	
	

	(Printed name of person whose records are being requested) 
	
	

	
	
	

	(Relationship, if NOT the person whose records are being requested)
	
	


