
NKL NEUROLOGY PLC 
NIDA K. LAURIN, M.D. 

9817 N. 95th St., #110 
Scottsdale, AZ 85258 

(480) 779-3997 
fax (480) 779-1305 

 
AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH 

INFORMATION 
 
 
Patient Name: _________________________________________________________________ 
   First   Middle    Last 

DOB: ___________________________  SS:  ______ - ____ - ____________ 
 
I hereby authorize: 
 
_____________________________________________________________________________ 
 
to release / to obtain a copy of the following information: 
 
_____________________________________________________________________________ 
 
TO: NKL NEUROLOGY PLC,   Nida K. Laurin, M.D. 
 
FROM:_______________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 

 For continuity of care 
    

 Other _________________________________________ 
 
Medical records may include confidential information related to HIV, communicable disease, 
alcohol or drug abuse, and mental health diagnosis, genetic testing and diagnostic testing. 
 
I  do  do not authorize the release this type of information 
 
 
____________________________________________    Date: ____  ____  20____ 
Patient or Personal Representative Signature 
 
____________________________________________ 
Description of Representative’s authority to the Patient 
 
* This authorization will expire in 365 days 


