Scottsdale Personal OB-GYN
8414 E. Shea Blvd, Suite 103

Scottsdale, AZ  85260

Office (480)794-1000    Fax (480) 860-2433
Afshin Malaki, MD
Medical Records Authorization Release From
Patient Information: (Please Print)   
Last Name: __________________________ First Name: _________________________ Middle Initial: ____
___________________________________________________________________________________________
Address                                                                                           City                       State               Zip
___/____/_______       (_____)________________________      _______________________________________
Date of Birth               Daytime phone (cell)


 Previous Name 
Please circle your OB/GYN doctor’s name:    -- Dr. Malaki    -- Dr. Dairiki    -- Dr. Simon    -- Dr. Yosowitz 

I authorize Scottsdale Personal OBGYN to release my medical records to the following medical facility: 
Medical Facility Name: ______________________________________________________________________
Facility Phone:  ________________________________ Facility Fax:  ________________________________
Information to be released will consist of all your records; including your progress notes, radiology reports, labs, HIV and other confidential tests, UNLESS OTHERWISE INDICATED IN WRITING BELOW.
___________________________________________________________________________________________________

Dates of information to be released:         From: __________________________   To: ___________________________







(month/year)



(month/year)

Purpose (Check all that apply):

□ Transfer of care     □ Insurance Eligibility/Benefits      □ Personal (at my request)      □ Other: __________________
Expiration: This authorization is good until the following date: ____/_____/___________

If this item is left blank, the authorization will expire in one (1) year from the date signed.
I may revoke this authorization at any time by providing written notice. I hereby waive all provisions of law and privileges relating to disclosures hereby authorized. I understand that there is no charge when records are faxed/mailed to a medical provider for continuity of care. I also understand that there’s a $25.00 fee that will be charged for the copying of any records sent to any party other than a medical provider including myself. 

Signature: ___________________________________________________     Date: ______________________________
