PHONE: (480) 830-3900

mValleY Sleep Center FAX: (480) 830-3901

A Night and Day Difference! valleysleepcenter.com

MEDICAL RECORDS RELEASE

Please fax the completed request form to 480-830-3901 or mail to:
Valley Sleep Center Medical Records, P.O. Box 30388 Mesa, AZ 85275-0388
Email requests may be sent to sleep@valleysleepcenter.com

PATIENT INFORMATION

PATIENT NAME: DATE OF BIRTH:

ADDRESS:

PHONE: EMAIL:

REQUESTED BY PATIENT:

DOCUMENT TYPE

[ ] SLEEP STUDY RESULTS [ ] CONSULT NOTES [ | PAP THERAPY (] PRESCRIPTION
[ ] ALL RECORDS [ | OTHER, PLEASE SPECIFY

DATE(S): NOTES:

| authorize Valley Sleep Center to obtain or release my confidential medical records or a summary of my protected
health information from the Doctor/Clinic/Persons/Entity below. This request is good for 1 year from the signature
date of the request unless revoked in writing.

NAME: NAME:

ADDRESS: ADDRESS:

PHONE: PHONE:

FAX: FAX:

PATIENT OR LEGAL GUARDIAN NAME (PLEASE PRINT) DATE

SIGNATURE DATE

CHANDLER GLENDALE GOODYEAR MESA PHOENIX PRESCOTT SCOTTSDALE SUN CITY TUCSON

1120 S. Dobson Rd. 6320 W. Union Hills Dr. 13481 W. McDowell Rd. 4555 E. Inverness 10221 N. 32nd St. 3777 Crossings Road 9767 N. 91st St. 13203 North 103rd Ave. 1790 E. River Rd.

Building B, Suite 100 Building B, Suite 1000  Suite 200A Building 3 Suite B Suite B Suite 104 Suite I-1B Suite 140
Chandler, AZ 85286 Glendale, AZ 85308 Goodyear, AZ 85395 Mesa, AZ 85206 Phoenix, AZ 85028 Prescott, AZ 86305 Scottsdale, AZ 85258 Sun City, AZ 85351 Tucson, AZ 85718

Page 1 of 1



	PATIENT NAME: 
	ADDRESS: 
	PHONE: 
	SLEEP STUDY RESULTS: Off
	CONSULT NOTES: Off
	PAP THERAPY: Off
	PRESCRIPTION: Off
	ALL RECORDS: Off
	OTHER PLEASE SPECIFY: Off
	undefined: 
	DATES: 
	NOTES: 
	PATIENT OR LEGAL GUARDIAN NAME PLEASE PRINT: 
	DATE_2: 
	Signature1_es_:signer:signature: 
	NAME: 
	ADDRESS_2: 
	PHONE_2: 
	FAX: 
	DATE_es_:date: 
	DATE OF BIRTH_es_:date: 
	EMAIL_es_:email: 


