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*Please note: This authorization is not valid unless filled out completely. If you are completing this form outside the office, you may 
submit it via email to pimapain@pimapaincenter.com or via fax at (൥ൢൠ) ൣ൩൩-൦ൠൠൢ. 

*There is ൣ-൥ business days wait time for medical records as well as a fee of $ൢ൥.ൠൠ (depending on volume) for any records being copied. 

Patient name (please print): ________________________________________________ DOB: ____________________________ Phone: ____________________ 

Street Address: __________________________________________________________City, State, Zip Code: __________________________________________  

ൡ. Periods of care being covered from (date): ________________________________ To (date): ____________________________________ 

ൢ. Specific information to be disclosed: 

 Discharge Summary                    Laboratory Test Results         Radiology Reports only 

 History and Physical Exam          Operative Reports                  Other: ______________________________________________________ 

 Consultation reports                    Progress notes                              

ൣ. Purpose of request:      Treatment Consultation      Personal Copy      Attorney       Insurance     Continuity of Care 

 Other: ____________________________________________________________________________________________________________ 

൤. To Be Released From:  To Be Released To:                                                         

     

     

൥. Drug and/or Alcohol Abuse, Communicable Disease, Psychiatric, and/or HIV/AIDS and/or Genetic Testing Records: I agree that any information regarding drug and/or 
alcohol abuse, communicable diseases, psychiatric, and/or genetics testing may be released  

(Please initial)   Yes __________   No___________ 

൦. I agree that any billing or medical record containing information in reference to HIV/AIDS (Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome) 
testing and/or treatment may be released.  

(Please initial)   Yes __________   No___________ 

൧. Time Limit and Rights to Revoke Authorization: I understand that I may revoke this authorization at any time by submitting a written notice at ൦ൢൢ൦ 
E. Pima St. Suite ൣ Tucson, AZ ൨൥൧ൡൢ. I understand that my records may have already been released. 

Signature of Patient or Personal Representative Authorized to Request Disclosure: 

Patient Signature: _________________________________________________ Date: ________________________________ 

Identity verified by:  Photo ID  Other: ____________________Verified by (staff member): __________________ Date: _______________ 

Pima Pain Center Staff Use Only 

Patient ▭ paid today (please fill out #ൢ) ▭ will pay for records upon pick-up (medical records please fill out #ൡ) 

ൡ. Medical records ready on date: ___________ Patient called on: ___________ Amount due: ___________ ▭  Pre-Paid (please fill out #ൢ) 

ൢ.  Amount paid: $ _________________ Payment type:   ▭ Credit Card   ▭ Debit Card   ▭ Cash         Sorry, no checks accepted 

Collected by: __________________ On Date: ___________________ Release Scanned on Date: __________________ ID Scanned   ▭  Yes 


