Health Information Release Form

The Joint Replacement Center of Scottsdale P.C.
10250 North 92nd Street, Suite 202

Medical Plaza I

Scottsdale AZ 85258
Phone (480) 237-5727  Fax (480) 657-3207
I____________________________ authorize the use of disclosure, of the named individual’s health information, as described below and any specific items that may be requested from my file. The above named individual, or organization are authorized to send or receive the disclosure. This authorization includes my entire file, or special requested documents below.
I UNDERSTAND THAT THE INFORMATION IN MY HEALTH RECORD MAY INCLUDE INFORMATION RELATING TO SEXUALLY TRANSMITTED DISEASES, INCLUDING BUT NOT LIMITED TO, ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS), OR HUMAN IMMUNODEFICIENCY VIRUS (HIV). IT MAY ALSO INCLUDE INFORMATION ABOUT BEHAVIORAL OR MENTAL HEALTH SERVICES, AND TREATMENT FOR ALCOHOL AND DRUG ABUSE.
I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the Health Information Management Department. 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. Once the above information is disclosed, it can be re-disclosed to said authorized individual or organization.
Custodian of Records__________________________________

      To / From             __________________________________

                                   __________________________________

                                   __________________________________

Patient Name             ___________________________

Patient Security No.  ___________________________

Date of Birth             ___________________________

Special Instructions: ________________________________________________________________________________________________________________________________________________
Patient/ or Guardian, Parent Signature_____________________________________________

Date ________________

