BAKER NEUROPSYCHOLOGY & REHABILITATION, PLLC
6232 N. 7th Street, Suite 100






Phone: 602-274-1462
Phoenix, AZ  85014-1850 
         Fax:
 
 602-274-7402


Authorization for Release of Medical Information

	
	
	
	
	

	Client’s Name
	
	
	
	

	
	
	
	
	

	Date of Birth
	
	Social Security Number
	
	Dates of Service

	
	
	
	
	


Purpose of Release:
 FORMCHECKBOX 
 Continuity of Care

 FORMCHECKBOX 
 Clarification Of Treatment
 FORMCHECKBOX 
 Legal Issues

 FORMCHECKBOX 
 Other:  (Please explain)





I hereby authorize the release of the following requested records: (Check all that apply)

 FORMCHECKBOX 
 History & Physical
 FORMCHECKBOX 
 All Doctor’s Notes
 FORMCHECKBOX 
 Discharge Summary
 FORMCHECKBOX 
 Laboratory Results

 FORMCHECKBOX 
 MRI, CAT, & X–Rays
 FORMCHECKBOX 
 EKG & EEG Reports
 FORMCHECKBOX 
 Psychiatric Evaluation
 FORMCHECKBOX 
 Therapy Notes

 FORMCHECKBOX 
 Psychological Test Results
 FORMCHECKBOX 
 Other:




Including those, which may contain confidential HIV/AIDS related information, confidential communicable disease related information, information relating to mental health concerns and/or alcohol and drug use:

To / From the following person or facility:

	Baker Neuropsychology & Rehabilitation (Jason Baker, Ph.D.)
	
	
	
	

	Name
	
	
	
	

	301 East Bethany Home Road, 

Suite A-125
	
	Phoenix
	
	AZ,  85012

	Address
	
	City
	
	State, Zip Code

	(602)  274-1462
	
	(602)  274-7402
	
	

	Telephone Number (Office)
	
	FAX Number
	
	


To / From the following person or facility:

	
	
	
	
	

	Name
	
	
	
	

	
	
	
	
	

	Address
	
	City
	
	State, Zip Code

	
	
	
	
	

	Telephone Number (Home)
	
	Telephone Number (Work)
	
	FAX Number


I understand that I may revoke this authorization at any time, except to the extent that action based on this authorization has already been taken.  This consent will expire automatically six months from the date on which it is signed.

Signature of Client








Dated

Signature of Parent, guardian, or legal representative





Dated

