COMPREHENSIVE BREAST CENTER OF ARIZONA
Dr. S. Brenda Moorthy

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

PATIENT’S NAME____________________________ DATE OF BIRTH_____________________

ADDRESS_________________________________________________________________

DATES OF TREATMENT________________________________________________________

PURPOSE OF DISCLOSURE______________________________________________________

I AUTHORIZE THE RELEASE OF RECORDS, INCLUDING THOSE WHICH MAY CONTAIN CONFIDIENTIAL HIV/AIDS RELATED INFORMATION, CONFIDENTIAL COMMUNICABLE DISEASE RELATED INFORMATION, INFORMATION RELATING TO MENTAL HEALTH AND/OR ALCOHOL/DRUG USE, FROM THE FOLLOWING FACILITIES:
1. _________________________________________       ____Prenatal/OB Record

____History & Physical
2. _________________________________________       ____Discharge Summary

____Operative Report

3. _________________________________________ 
     ____Pathology Report

____Laboratory Reports
4. _________________________________________       ____Gynecological Record

____X-Ray Reports
5. _________________________________________       ____Other Specify________

I HEREBY AUTHORIZE:_________________________________________________________

                                                  Company, Person, Facility

_____________________________________________TO RELEASE ALL OF THE ABOVE

                                     Address                                                                                                                                                                                                                
REQUESTED INFORMATION RELATIVE TO MY TREATMENT AND CARE TO:

                  Company, Person, Facility                                             Address

I understand that I may revoke this authorization at any time, except to the extent that action based on this authorization has already been taken.  This consent will expire automatically six months from date on which it is signed.  Any disclosure of medical record information by the recipient(s) is not authorized except when implicit in the purposes of the disclosure.

_____________________________________       __________________If patient is a minor and information is to 

Signature of Patient



          Date                                be released regarding treatment for drug

__________________________________________________________or alcohol abuse, both the patient and the

Signature of Other Authorized Person
parent or legal guardian must sign.

__________________________________________________________
Relationship to Patient
