Tracy Magerus, NMD



Records Release Authorization

To: _____________________________________________________________________________
					       Doctor/Hospital
Address: _________________________________________________________________________
Office phone: ______________________________   Office Fax: ____________________________

I hereby authorize and request you to release to:
	Tracy Magerus, NMD
	7127 E Sahuaro Drive #203
	Scottsdale, AZ 85254
          
 Office: 480-454-5581	
[bookmark: _GoBack]Fax: 833-297-4260

The following information:

________  Lab only

________ Imaging only

________ Complete medical records


I authorize the release of photocopies of the following medical records or imaging files.  Records or files shall include all confidential communicable disease-related disease information (as defined in ARS 36-661), confidential alcohol or drug abuse related information and confidential mental health diagnosis/treatment information.

Concerning my illness and/or treatment from ___________ to ___________.

Name: __________________________________________
Address: ________________________________________
________________________________________________
Date of Birth: ____________________________________



Signature: ________________________________________	Date: ________________________



