



1680 S 20th Avenue 

Safford, AZ 85546

Ph: 928-428-1377 Fax: 928-428-6903

HIPAA RELEASE FORM 
I, ___________________________________ DOB:______ authorize Gila Valley Clinic, PC to release any medical information related to my care to the following person(s): 

*Please include full name and phone number 

_____________________________________________

_____________________________________________

_____________________________________________

This authorization is effective for 3 years from the date shown below unless revoked or terminated by the patient or the patient’s representative. 

You may revoke or terminate this authorization by submitting a written revocation to Gila Valley Clinic, PC. Please contact the Privacy Officer to terminate this authorization. 

Signed:

_________________________________                 Date:______________

Witnessed by:

_________________________________

 Date:_______________
Revised 9/2018
