Longevity Medical Health Center
13832 North 32nd Street, Suite #126  Phoenix, Arizona 85032  Office (602) 493-2273  Fax (602) 493-2159
Authorization for Release of Records
Please print

Patient Legal Name ______________________________________________________________________________




First


           Middle Initial


     Last
Address ____________________________________ Unit #______
Date of Birth ________________________

City/ST/Zip ____________________________________________        Social Security #______________________
Home # (____) _________________  Cell # (____) __________________  Fax # ( ____) _____________________
*******************************************************************************************************************************************************
Please send copies of the following records and information: 

 Complete medical records

*******************************************************************************************************************************************************
Release the Above Information to:

Dr. Tracy Magerus, NMD
7127 E Sahuaro Drive #203
Scottsdale, AZ 85254
Office:  480-454-5581

Fax:  833-297-4260
Or to Direct Message to:   drmagerus@org13.direct.charmhealth.com
Records released for the purpose of:   Concurrent Care    Transfer of Care    Other:__________________
******************************************************************************************************************************************************
FOR THE PURPOSE HEREOF, “MEDICAL RECORDS” AND “X-RAY FILMS” SHALL INCLUDE ALL:

1. Confidential HIV-related information (as defined in A.R.S. Section 36-661).

2. Confidential communicable disease-related information (as defined in A.R.S. Section 36-661).

3. Confidential alcohol or drug abuse-related information (as defined in 42 CFR SECTION 2.1 ET SEQ).

4. Confidential mental health diagnosis/treatment information.

5. Confidential Genetics diagnosis/treatment information.

I have given my consent freely, voluntarily, and without coercion. I understand that a photocopy/facsimile of this authorization is considered acceptable in lieu of the original. This consent expires one (1) year after the signed date below.   If you wish for this authorization to expire prior to one (1) year, please indicate the date of expiration:  __________________  
______________________________________________         _____________________

____________
Patient or Legally Authorized Representative Signature


         Relationship



Date
Notice to recipient: this information has been disclosed to you from records whose confidentiality is protected by federal law.  Federal regulations (42CFR part 2) prohibit you from making any further disclosure of this information without express written consent of the person to whom it pertains.

Records prepared/transmitted by: ________ Date _________ to: ___________________________  
Records prepared/transmitted by: ________ Date _________ to: ___________________________         

Updated 02-21-2020

