
  

11110 N Tatum Blvd., Ste 103, Phoenix, AZ 85028 
Phone: 602.354.3311 • Fax: 602.354.3751 

 
 

Medical Records Release Authorization 
 

 
I hereby authorize _______________________________ Bassi Clinic, to release my 
individually identifiable health information as outlined below, which may include 
information concerning communicable diseases such as Human Immunodeficiency 
Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS), mental illness (except 
psychotherapy notes), chemical or alcohol dependency, laboratory and imaging 
reports, medical history, treatment, and any other such related information. I 
understand that this authorization is voluntary and I may refuse to sign it. I further 
understand that my health care and the payment of my health care will not be affected 
if I do not sign this form. I give consent to Bassi Clinic, to look up my treatment history. 
 
___________________________   ______________   _______________________ 
     Patient Name (please print)        Date of Birth       Social Security Number 
 
 
____________________________________________ ___________________ 
         Address (including City, State, and Zip Code)         Phone Number 
 
 
Information to be released: 
 

 
Purpose of releasing records: Transfer of care (or _____________________) 
 
Please release the above information to Tarun Bassi, MD at Bassi Clinic, 11110 N 
Tatum Blvd., Ste 103, Phoenix, AZ 85028. 
 
 
 
_______________________________   _______________ 
Signature       Date 
 
 
_______________________________ 
Patient/Representative Name (printed) 
 
 
 

 
  

o Complete records from __________ to __________, including lab and imaging reports. 
 

o All vaccinations o All preventive measures (colonoscopies, mammograms, paps, etc.) 
  

o Other _________________________________________________________________. 
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