
 
 
 
 
 
 
 

AUTHORIZATION for USE AND DISCLOSURE OF 
PROTECTED HEALTH INFORMATION 

 
 
__________________________________________ ____________________________ 
Patient name:  Last  First   Date of birth 
 
I hereby authorize:     To release information to: 
        Maya Brownsberger, M.D.  
____________________________________               Optimal Health & Aesthetics                                  
 ____________________________________  1360 North Rim Drive 
____________________________________  Flagstaff, AZ  86001 
____________________________________  (928) 214-7005 
        (928) 214-8855 (fax) 
PURPOSE OF DISCLOSURE: 
(  )consultation 
(  )medical care 
(  )For personal use 
(  )Other (specify): 
__________________________________________________________________________________________ 
 
 
INFORMATION TO BE RELEASED 
between the dates of:   
(  )H&P exam/Initial eval ________________ 
(  )Progress notes ________________ 
(  )Discharge summary ________________ 
(  )Consult ______________ 
(  )Lab reports/Pathology ________________  
(  )X-Ray reports ________________  
(  )X-Ray films/MRI ________________  
(  )Correspondence ________________  
(  )Other (specify content and dates):  
 ______________________________________________________________ 
 ______________________________________________________________ 
 
ACKNOWLEDGEMENT OF UNDERSTANDING: 

-- I understand the expiration date of this authorization is one year. 
-- understand that I may revoke this authorization at any time by notifying the providing 

organization in writing, and it will be effective on the date notified except to the extent 
action has already been taken.    

-- understand by authorizing this use or disclosure of information there will be no 
conditions placed on my health care or payment for my health care.  

-- understand I will receive a copy of this form after I have signed it.  
-- I understand that I may be required to pay a fee for retrieval and photocopying of records 

and/or supervising inspection of medical records.   
 
 
__________________________________________________ _____________________  _________________ 
Signature of patient, parent of minor, or personal representative Relationship   
 
Date  ______________________________________________ 


