
PARKVIEW INTERNAL MEDICINE 

DR. JULAIHA ARIFF 

12647 W. SMOKEY DR. STE 118/119 SURPRISE, AZ 85378 

PHONE: (623) 544-1700 FAX: (866) 493-2957 

 

AUTHORIZATION TO RELEASE RECORDS 

 

PATIENT NAME:_______________________________________________  DOB: ____________________________ 

PHONE: _________________________________ EMAIL: __________________________________________ 

ADDRESS: ______________________________________________________________________________________ 
         (CITY)  (STATE)  (ZIP CODE) 

 

 

FROM DR: ____________________________________________________________________________________ 

ADDRESS: ____________________________________________________________________________________ 

CITY, STATE, ZIP:______________________________________________________________________________ 

PHONE: _______________________________________  FAX: _____________________________________ 

 

PURPROSE OF RELEASE  

 Appointment/Continuation of Care 

 Personal Use 

 Leaving Practice 

 

METHOD OF DELIVERY 

 FAX 866-493-2957 

 

INFORMATION TO BE RELEASED 

 OFFICE NOTES 

 LAB REPORTS 

 IMAGING (including x-rays, CT, MRI) 

 COLONOSCOPY 

 MAMMOGRAM 

 BONE DENSITY/DEXA 

 

 

I understand this consent is voluntary and that I may revoke this authorization at any time, except to the extent that action based on this 

authorization has already been taken. Revocation must be a written, dated and signed communication. Unless I revoke this authorization earlier, it 

will remain in effect twelve months from the date signed. I understand that my health record may include Behavioral Health Information, 

Drug/Alcohol information, Sexually Transmitted Disease information, Acquired Immunodeficiency Syndrome (AIDS), Human Immunodeficiency 

Virus (HIV), and other communicable disease information. My signature authorizes release of any such information. When my information is used 

or disclosed pursuant to this authorization, it may be subject to re-disclosure by the recipient and May no longer protected by the federal HIPAA 

Privacy Rule. I may refuse to sign this authorization form. I understand that PARKVIEW INTERNAL MEDICINE will not condition or deny treatment on 

my signing this authorization. I understand that I have a right to receive a copy of this authorization. 

 

_________________________________________________________  __________________________________________ 

Patient Signature       Date 


