COPPER MOUNTAIN CLINIC
2175 W 16th Street-Ste #D-Safford-AZ-85546
Phone 928-348-1600 / Fax 844-271-2379
 Authorization to Release Medical RecordsFAXED
BY/DATE_____________
BY/DATE_____________
BY/DATE______________


Patient Information
       
Name: ___________________________________________________________	Date Requested: __________________
                   
DOB: ___________________________ Other names used: __________________________________________________	

Address: _______________________________________________________________ City________________________

State, Zip Code: ___________________________________   Phone Number: ___________________________________

INFORMATION TO BE RELEASED                                    PURPOSE/NEED
                   □All records       □Correspondence                                           □Further Treatment
                   □Lab Results      □History/Physical                                            □Insurance Reasons
                   □X-Rays              □Consultation                                                   □Changing Physicians
                   □EKGs                 □Selected records only                                   □Other/Notes______________________________  
                   □Hospital           □Any Cardiac Related Office Notes              	_______________________________________
                                                                                                                           __________________________________________
                    INCLUDING: □HIV Testing                                                         _________________	___________________                                  
                                           □Mental Health                                                   _________________	___________________	
                                           □Alcohol/Substance Abuse                                             

           COPIES RELEASED FROM:                                                        	           COPIES RELEASED TO:

Name: ____________________________________                  Name: ____COPPER MOUNTAIN CLINIC______

Address: ___________________________________                  Address: __2175 W. 16TH STREET STE #D_________
City, State,                                                                        	         City, State,
Zip: _______________________________________                  Zip: ______SAFFORD, AZ 85546__________________

Phone Number: _____________________________                  Phone Number: __(928) 348-1600________________

Fax: _______________________________________  	          Fax:  __________(844) 271-2379________________

 This information is from confidential records, which are protected by State Law that prohibits further disclosure of the information without the specific written consent of the person to whom it pertains to as otherwise permitted by law. Unless revoked, this authorization expires 12 months from date signed unless I specify another Event or Date here:

Printed Name of Patient / Guardian: _______________________________________
             
Signature of Patient /Guardian: ___________________________________________	
Copper Mountain Clinic is a department of MGRMC: 
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