
You Are Family Primary Care LLC
6301 S McClintock Dr, Suite 201
Tempe, AZ 85283
Tel: 480-777-0077
Fax: 480-838-3902

I hereby authorize the following entity to disclose any and all parts of my individual identifiable health information as described below, which may include information concerning communicable diseases such as Human Immunodeficiency Virus (“HIV”) and Acquired Immune Deficiency Syndrome (“AIDS”), mental illness (except for psychotherapy notes), chemical or alcohol dependency, laboratory test results, medical history, treatment of any other such related information. I understand that this authorization is voluntary and I may refuse to sign this authorization. I further understand that my healthcare and the payment of my healthcare will not be affected if I do no sign this form. I understand that if the recipient authorized to receive the information is not a covered entity, e.g. insurance company or healthcare provider the released information may no longer be protected by federal and state privacy regulations. 
_______________________________		_____________		________________________ 
Patient Name (Printed)				Date of Birth		Social Security Number
[bookmark: _Hlk71621110]Health Information will be RELEASED FROM:
Practice or Doctor’s name _______________________________________________________________ 
Address ______________________________________________________________________________ 
Phone ____________________________________ Fax ________________________________________
I am requesting the following information to be released:
_____ ALL Records
_____ Date range from ____________ to ____________
_____ Specific Documents: _______________________________________________________________ 
Health Information will be RELEASED TO:	  Patient, email ________________________________
 Practice or Doctor’s name ______________________________________________________________ 
Address ______________________________________________________________________________ 
Phone ____________________________________ Fax ________________________________________ 
I understand that if I am requesting a copy of my own records, the request will be sent to CIOX and a charge of $6.50 will be due to CIOX directly: ________ (Initial)
I understand that this authorization will expire by law 180 days from the date of this authorization unless I specify otherwise. I desire this authorization to be in effect until the expiration date of: ____________
I understand that I may revoke this authorization at any time by notifying my physician in writing. I also understand that the written revocation must be signed and dated with a date that is later than the date of the authorization. The revocation will not affect any actions taken before the receipt of the written revocation. I understand there may be a fee for obtaining these records for which I may be responsible. 
___________________________________		_______________ 
Patient Signature					Today’s Date
