AMF GASTROENTEROLOGY, INC.
Rushda Mumtaz,M.D.
1310 N 24th Street, Suite  100, Phoenix, AZ  85008
Phone: (602) 254-6101     Fax: (602) 279-1720
AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

I have been presented with a copy of the Notice of Privacy Practices, detailing how my health information may be used and disclosed as permitted under federal and state law, and outlining my rights regarding my health information.

Signed: __________________________________________________________________________ Date: ________________________________

Relationship (if not signed by patient): _______________________________________________________________________________________

I wish to place the following restrictions on disclosure of my health information: _______________________________________________________

______________________________________________________________________________________________________________________

Internal Use Only

If patient/patient’s representative refuses to sign acknowledgement, please document date and time notice was presented to patient and sign below.

Presented on (date and time): ___________________________________________________________________________________________________________________________

By (name and title): ___________________________________________________________________________________________________________________________________
I agree to allow the transfer of my medical records to any Physician, should a covering Physician need to review for the sole purpose of my patient care (i.e. labs, any imaging).    □  Yes       □   No
Please name all person(s) we can contact and/or discuss your medical information:
Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Following HIPPA patient confidentiality regulations, please check how you would like us to address you:

_____Mr.


And/Or


_____First Name



_____Mrs.




_____Last Name

_____Miss




_____Other_________________________

_____Ms.

Signature: _________________________________________________________________________ Date: _______________________________
