
P.O. Box 906    
Higley, AZ 85236   
Phone:  (480) 923-6655   
Secure fax:  (480) 923-6777  
www.johncjonesmd.com  

 

 
 

Authorization to Disclose Protected Health Information (Including HIV & 
AIDS Related Information) 
I hereby authorize Precision Spine & Sports Rehabilitation, LLC, an Arizona medical clinic (the “Practice”), to disclose to  

___________________________________________________________________________________ (the “Recipient”), 
any and all of my protected health information, of any kind and description (the “Records”).  The purpose of this 
disclosure is at the request of the individual. 

This Authorization will remain effective until it is revoked in writing by the individual.  A photocopy of this Authorization 
will be considered effective and valid as the original.   

I understand that I have the right to revoke this Authorization, in writing, at any time by sending such written 
notification to the attention of the Practice at P.O. Box 906, Higley, AZ 85236-0906.  I understand that my revocation 
will not be effective to the extent the Practice has acted in reliance on this Authorization. 

I understand that neither the Practice nor the Recipient may condition treatment, payment, enrollment, or eligibility for 
benefits on whether I sign this Authorization.  In addition, I understand that the Recipient may redisclose the Records 
and that the Records may no longer be protected by the Federal privacy regulations. 

I acknowledge and agree that the protected health information authorized to be disclosed under this Authorization 
may include records for drug or alcohol abuse or psychiatric illness, and records of testing, diagnosis or treatment for 
HIV, HIV-related diseases and communicable disease-related information. 

With respect to any communicable disease-related information protected by State confidentiality rules and disclosed 
under this Authorization, the Recipient is prohibited from making any further disclosure of this information unless 
further disclosure is expressly permitted by me pursuant to a separate written authorization or is otherwise permitted 
by applicable law. 

Further, with respect to any drug and alcohol abuse treatment information disclosed under this Authorization, this 
information has been disclosed from records that may be protected by Federal confidentiality rules (42 C.F.R. Part 2).  
The Federal rules prohibit the recipient of this information from making any further disclosure of this information unless 
further disclosure is expressly permitted by me pursuant to a separate written authorization or is otherwise permitted 
by 42 C.F.R. Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this 
purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug 
abuse patient.       

 
_____________________________________________ 
Signature 

_____________________________________________ 
Printed Name 

_____________________________________________ 
Date 

 

 
If signed by a personal representative, state their 
authority. Not valid for general legal counsel. 

_____________________________________________ 
(e.g., parent, legal guardian, health care proxy, power 
of attorney, etc.) 


