
                                                               
     

    Authorization for Release of information 

  
         I hereby authorize the use or disclosure of my individually identifiable information as described below. 

       I understand that this authorization is voluntary and that I may revoke it at any time by written notice. 
 

         It is the policy of Arizona Gastroenterology Ltd, to charge for the processing of medical records.       
       Patients: It is $1.00 for the first 5 pages, then $0.50 per page thereafter. Not to exceed a maximum of $25.00. 

 
       Please print clearly 
 
 

                    Name: ________________________________________________________________     DOB: _____/___/_____ 
                                  
 

 
                    To / From:                                       Arizona Gastroenterology, LTD. 

                   7566  N  La   Cholla Blvd Suite A  Tucson, AZ 85741 

                             Phone: (520) 742-4139 Fax: (520) 462-0169 

 
             ___Dr. Frederick Klein                          ___Dr. Larissa Allen 

___Dr. Gary Monash                                                            ___Dr. Kavitha Tipirneni                                  

___Dr. Scott Blinkoff                                                            ___Lisa Medeiros CRNP-F                                                  

___Dr. Leon Tsai                                                                 ___Guatemala Kimble FNP 

                                       ___Dr. Bryan Contreras 
        

                     To / From:      

                     Name: _____________________________________________________________________ 
                     Address: ___________________________________________________________________ 
          City: ______________   State: ______________   Zip Code: __________________________ 

        Phone: _________________________       Fax: ____________________________________ 
 

                                     
                    Information to be released: 
                    Entire Record:  ______         Specific Information:  ______________________________ 
 
                    Please Choose Method         Mail ______    Pick-Up ______    Fax ______                                        
                    
        Name:  ____________________________________________        _____________________                                       
   Printed name of patient/ patient’s representative                    Relationship to patient 
 
                    Signed: ____________________________________________       Date: _____/_____/_____ 
                                    Signature of patient / patient’s representative  
   
                   ***************************************************************************************************************************** 
                               OFFICE USE ONLY                                

                         Received   _____/_____/_____       Processed   _____/_____/_____        Processed by (Initials)  _________ 

                       Fee   _________            Cash _____        CC_____        CK_____          CK #____________       Pages _________ 

 
               
                       revised  09/09/2022  

 


