pMaG
Childrens &

Rehabititative Services N

DMG/CRS
3141 N. 37 AVE. STE 100
PHOENIX, AZ 85013

TO AVOID DELAYS IN PROCESSING YOUR REQUEST PLEASE FILL
OUT ALL NECESSARY ELEMENTS ON THE RELEASE FORM
(PLEASE COMPLETE ALL HIGHLITED AREAS)

SIGN RELEASE OF INFORMATION FORM TO HAVE A COPY OF YOUR
RECORDS

PLEASE ALSO SEND A PHOTOCOPY OF YOUR ID
WHEN RETURNING THE FORM TO US

THANK YOU

CRS MEDICAL RECORDS
602 914-1520 PHONE
602 266-0545 FAX



=*DMG

DMG Children’s Rehabilitative Services AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH

3141 N. 3rd Avenue Suite 100
Phoenix, Arizona 85013 INORMATION
Phone: 602-914-1520 Option 2

Fax: 602-266-0545

Patient Information: (Please Print)

Patient’s Name: MRN: DOB:

Phone Number: Address:

Street City State Zip Code

I authorize the release of DMG/CRS Protected Health Information: (please choose one or both) Cto [ from

Name of Designated Recipient or Facility:

Address:
Street Suite # City State Zip Code

Phone Number: Fax Number:
Delivery Method: Specific Description of the Purpose/Reason of the Disclosure:

O Mailed

) e [ Continued Patient Care ([ Care Coordination O Insurance Coverage or Payment for Care
U Pick Up O Legal [ Personal Use 00 Workers Compensation
O Faxed O Other (Specify)

I authorize the provider to use or disclose information related to Medical and/or Behavioral Health (check all that apply):

[ Full Medical Records O History & Physical O Laboratory Reparts

[ Genetics O Medication Records O Radiology Reports

O Substance Abuse O HIV/AIDS O Behavioral Health

0O Other. (Specify) O Abstract of record (Provider Notes, Procedures, & Test Results Only)

O Progress Notes (specify)

Date(s) of Treatment: [ Specific Date(s): through or O All Date(s) of Treatment
Patient Rights:
¢ lunderstand that this authorization is voluntary. Treatment, payment, enrollment or eligibility for benefits may not be conditioned on

signing this authorization. The provider will not deny me treatment if I do not wish to sign this form. [ understand that | may refuse to
sign this authorization form.

» lunderstand that hy choosing “Full Medical Record”, records that are released or obtained may include up to, but not limited to,
psychological, psychiatric, or other mental impairments or treatrnent, including therapy notes, drug abuse; alcoholism, or other
substance abuse, records which may indicate the presence of communicable or no communicable diseases, and/or tests for, or record
of, HIV/AIDS, and gene-related impairments, including genetic testing resuits.

e Imay revoke this authorization at any time, with some exceptions, my revocation must be in writing and the request must be submitted to
Medical Records. The revocation will take effect when DMG CRS receives it, except to the extent that DMG CRS or others have already relied onit

e  Unless otherwise specified or revoked in writing, this Authorization will expire 1 year from the date of signature.

s [ understand that once the health information [ have authorized to be disclosed reaches the noted recipient, that person or organization
may re-disclose it, at which time it may no longer be protected under Privacy laws.

e [am entitled to receive a copy of this Authorization.

» [understand the matters discussed on this form. I release DMG CRS, its employees, agents, officers, directors and medical staff members
from any legal responsibility or liability for the disclosure of the above information to the extent indicated and authorized herein.

Patient Signature Print Name Date

Legal Representative Signature Print Name Relationship to Patient

Patient/Representative Identification Verified: Yes No: Initials: Department:




