
Medical Records Release/Request Form                       

[  ] Sending Records To Eric Reuss, M.D.             [  ] Requesting Records From Eric Reuss, M.D.

    Scottsdale Obstetrics & Gynecology, P.C.
    Eric Reuss, M.D.
    10210 N. 92nd Street Suite 306
    Scottsdale, AZ 85258
    Office 480-945-4849
    Fax 480-945-0989

Date requested: ________________________

Patient Name: ____________________________________________ DOB: _____________________________

Records to Release:   □ All Records  □ OB Records  □ GYN Records  □ Labs   □ Other:(please specify)___________

Reason for Record Request:  □ Transferring Care □ Moving □ Referral/Continuity of Care □ Personal □ Other

Name of Physician/Facility: _________________________________________________________________

Address: ________________________________________________________________________________

Phone number: ____________________________________ Fax: __________________________________

Patient Signature: _____________________________________________    Date: ___________________

I authorize Scottsdale Obstetrics & Gynecology, P.C., Eric Reuss, M.D. to release and/or receive my personal confidential health 
information. By signing this form, I understand releasing a coру and/or summary of my medical records to the provider/facility/entity 
listed above may include my history of any sexually transmitted diseases and/or other gynecological health related issues.

*I understand that I may revoke this authorization at anytime with the exception of records that have already been released. I also 
understand there may be a fee for records released to the patient or another non-medical provider/facility, and that any such fee 
must be paid before the records will be released. Upon fulfillment of the above stated purpose this authorization will expire in one 
year following the date of signature.


