Health for Life Naturopathic Medicine
16601 N. 40th Street, Suite 124, Phoenix, AZ  85032
Office: 602-368-9211

Fax: 602-368-9212

www.DrKrystalTellier.com
Records Release Authorization

To:_________________________________________________________________________





Doctor/Hospital

Address:_____________________________________________________________________

Office #:__________________________________ Fax #:______________________________

I hereby authorize and request you to release to:


Health for Life Naturopathic Medicine

16601 N. 40th Street, Suite 124

Phoenix, AZ  85032

Phone: 602-368-9211  Fax: 602-368-9212

The following information: (typically only lab or medical imaging reports is all that is needed for your appointment; if unsure please ask office what records are needed for you)
_____ Lab Only     _____ X-ray or other medical imaging        _____ Complete Medical Records

I authorize the release of photocopies of the following medical records and/or x-ray files.  Records or files shall include all confidential communicable disease-related information (as define 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: ____________________________________________________________________
DOB:________________________________________________________________________
Signature:_______________________________________   Date: _______________________

Witness: ________________________________________  Date: _______________________
