
 
 Raxitkumar Patel, MD 

4540 E Baseline Rd Suite 115 Mesa, AZ 85206 Tel {480} 306-6405 Fax { 480} 306-6409 

Records Request and/or Release 

Printed Name: Date of Birth: 

I hereby authorize Desert Valley Gastroenterology to: 

Request and Obtain my medical records for my continuing medical care. 

From: 
-------------------------------

From: ______________________________ _ 

Release medical records FROM Desert Valley Gastroenterology for the purpose of continuing 
medical care. (This will allow the office to disclose my medical records to all providers and facilities participating 
in my ongoing medical care.) 

To: __ P�C=P�/�R=ei�e�rr�in_g_pr�o�v�id�e�r ___________________ _ 

To: _____________________________ _ 

I authorize the use and disclosure of my entire medical record in the possession of Desert Valley Gastroenterology. Any further 
disclosure of medical record information by the recipient(s) is not authorized without specific written consent of the person to whom it 
pertains. I understand that if the recipient authorized to receive the information is not a covered entity, e.g. Insurance company or 
Health Care Professional, it may no longer be protected by the federal and state privacy regulations. For the purpose hereof, "Entire 
Medical Record" shall include ALL confidential and HIV-related information (as defined in A.R.S. section 36-661), confidential Alcohol or 
drug Abuse related information (as defined in 42 CF section 2.1 ET SEQ), and confidential Mental Health Diagnosis/Treatment 
information. This authorization may be revoked in writing by the undersigned at any time prior to the release of the information from 
the disclosing party. Written revocation will not affect any action taken in reliance on this authorization before the written revocation 
was received. I am aware that this authorization shall become effective immediately and shall remain in effect for one year from the 
day of signature. A copy of this signed authorization is valid as an original. 

x Signature of Patient or Legal Representative: Date: 

If signed by representative: 

_Print name of signing representative: _________________ _ 

_ Give relationship to patient: ___________________ _ 

_ Patient was unable to sign because ___________________ _ 

_ Patient refused to sign. 

Desert Valley Gastroenterology














