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AUTHORIZATION FOR RELEASE OF INFORMATION - 08 RECORDS
 

I hereby authorize Arizona OBGYN Affiliates (Maricopa OB/GYN Division) to disclose my individually identifiable health 

information as described below, which may include information concerning communicabll:! diseases such as Human 
Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS), mentalliflness (except psychotherapy 

notes), chemical or al.cohol dependency, laboratory test results, medical history, treatment or any other such related 

information. I understand this authorization ;s voluntary and' may refuse to sign this authorization. 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. ( 
understand copies of records received from other health care providers may not be releasl=d. 

I understand that if the recipient authorized to receive the information is not a covered entity} e.g.} insurance company 
or health care prov~der; the released information may no longer be protected by Federal and State privacy regulations. I 
also authorize the release 0 f records by fax transmission and agree to hold Arizona OBGYr~ Affiliates (Maricopa OB/GYN 
Associates) harmless for errors in receipt of transmission. 

, hereby authorize the release of my prenatal records to Banner Good Samaritan Regional r'lIedical Center. 

, understand that ( may revoke this authorization at any time by notifying Arizona OBGYN Affiliates in writing. I 
understand the written revocation must be signed and dated with a datle that is later than the date of this authorization. 

PRINT PATIENT NAME: 

TELEPHONE NUMBER _ 

Signature of Patient or Legal Guardian 

Date _ 

If other than patient, print name here 

Relationship to Patient:- ­ . 

_ 

_ 

Legal Authority (attach suppo~ing docu~entation) 

Witness Signature 

~~ ~ 

_ 

1661 E. Camelback Rd} Suite 160 Phoenix} AZ 85016 {P} 602-241-1671 (F) 602-230-7982 

4530 E. Rav Road, Suite 125 Phoenix} AZ 85044 {P} 480-759-9191 (F) 480-759-9105 



Cord Blood Collection Information Form
 

It is required by the State of Arizona that you be infonned about opportunities to save 
your baby's cord blood at the time of delivery. 

The blood in the baby's cord is a rich source of stem cells., These cells have been used to 
treat nearly 70 diseases including leukemia, other cancers, blood and immune system 
disorders and some genetic diseases. Researchers are studying their use for tiLings such as 
heart disease, juvenile diabetes, brain injury and many more. 

You have only one chance to collect and save your baby's genetically unique cord blood. 
The collection is simple and painless from the cord and placenta after birth afld doesn't 
interfere with baby's care. 

Currently there are over twenty family ban1(s which store ~your baby's blood frozen 
specifically under your name and charge you for this ($1000 to $2000 and then. annually 
$100 to $150). 

There is one public banle which accepts donations (CryobaIllc International). l~he blood is 
stored anonymously and categorized by cell type there. It ITlight ]10t be available 

.specifically for your child in the future. 

If the blood is not saved, it is medically disposed of with the placenta. There are
 
occasional problems at the time of collection which result ill inadequate samples.
 

See also the AZ Department ofHealth Services brochure for further information. There is 
also available material from the banking companies. 

I ackno,vledge I have been informed about the option of saving my ne\vborn's
 
umbilical cord blood for my family and received the AZJDHS information.
 

Should I wish further information about umbilical cord :blood preservation or to
 
enroll with a cord blood bank, I fully understand this responsibility will solely and
 
completely be my own.
 

Patient Name (print) 

Signature Date 



CYSTIC FIBROSIS SC.REENING
 

Cystic fibrosis is a c11ronic, p~ogressive, inherited disease of the body's nlUCUS glands. This disease affects 
respiratory and digestive systems ofthe body. Cystic fibrosis patiellts reqllire agreat deal ofcare and treatment, 
medicit1e and physical therapy, yet many patients often die ofthe (iisease at ayoung age. 

One out of every 29 Americans ofNorthern European descent is an unaffected carrier of the CF gene. Carriers 
are those who do not have any symptoms of the illness, but have the ability to pass tJlat altered gene onto their 
offspring. 

People who should consider testing are:
 
1.coupleswhere one partner has CF
 
2. individuals who have afamily history ofCF 
3. non-Jewish Caucasians and their partners 
4. descendants ofAshkenaziJews 
5. men with acongenital absence ofthe vas defereI1s 

Women ofother ethnic backgrounds are at risk too:
 
Hispanics 1in 46
 
African 1in 60
 
Asian 1in 90
 

If two people are carriers for CF, they have a25% chance ofhaving ababywith the disease. 

Screening blood tests are available that may identify as many as 97% of people: who are carriers for CF, 
depending upon their ethnic background. 

These screening tests filay not be paid for by your insurance com]pany. It is your responsibility to determine if 
your insurance will cover the test if it is illteresting to you and your :partner. 

I have been given infornlation about cystic fibrosis screening and hlave had the opportunity to ask questions. 

I accept _ Date . _
 

I decline _ Date _
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Consent for HIV Testing
 

InfornZ(ltion on HIV 
Tile Human Imillunodeficiency Virus (HIV) is the virus that causes .Acq·uired Immune Deficiency 
Syn.drorne (AIDS). HIV is spread through tIle excha11ge of blood, sexllal fluids (semen and vaginal 
secretions) and S0111etimes through breast milk. HIV can be tran.smitted frOlJn mother to baby dllring 
pregl1a11CY or childbirtll. 

HIVTestine 
There are ~~verallaboratory tests for HIV. T·he most common is the antibody test, which is a blood test 
t11at detects antibodies produced by the body in response to infection with HIV. 

A l1egative antibo(ty test indicates that no detectable antibodies are present in the blood. The absence of 
antibodies nlay be because an individual is TI.ot infected witll HIV or because dletectable antibodies have 
110t yet been made ill response to infection. The production of these antibodies could take three months 
or longer. Therefore, in certain cases, an individual may be infected with HIV and yet test negative. 
Persons with a history of HIV risk behaviors within the ]~ast three to six months should consider 
retesting. 

A positive antibody test consists of a repeatedly reactive (the same specime:n testing positi\Te twice) 
el1Zyl me inlffiunoassay (EIA) al1d a reactive Western blot (suJ)plementary test). A positive antibod)l test 
means th.at all individual is infected with HIV; however, this does 110t necessarily nlean that the 
individual has AIDS. Research indicates that early and reglllar medical care is important to the health of 
a perSOll with HIV. Certain treatments are now available to delay· HIV-associated illness. 

1\,l!e{lnS to Reduce Risk.for Contracting or Spreading JiIV 
Risk of contractillg or spreading HIV can be redllced by avoiding or decreasinl~ contact with blood and 
sexual fluids (semen an.d vaginal secretions). Some methods of (iecreasing contact include abstaining 
fiotTI. sexual intercourse, lin1iting the number of sex partners, properly using; condoms during sexual 
intercourse~ not engagillg in injecting drug ·use Of, if this is not possible, using l)leach and water to clean 
11eedles and syringes. 

J)isclosure ofTest Results 
Positive HIV test results will be reported to the local and state health departITlent. This information is 
l)rotected by law al1d may be released only upon the tested individual's \vritten authorization, for 
statistical purposes \vithout individ·ual identifying information, or as otherwise required or allowed by 
law. 

~Additional Sources oj']njorlnation on HIV 
i\(iditional infonnation regarding testing for HIV is available through yOllf COllnty health depart- ment 
alld, in tIle Phoellix Illetropolitan area, (602) 234-2752, tIle 1~ucson metropolitan area, (602) 326-2437, 
or outsid.e the Phoenix area, 1-800-334-1540. 

C~onsent 

IVly· sign.ature indicates triat I ackn.owledge that I ha\re received and understand the above infoffi1ation, 
allel I voluntarily consent to al1d request .HIV testing. 

Accept lilY Testing 

Patient Signature Date 

Decline HIV Testing 

Patient Signature Date 
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FETAL TESTING INFOI~MATION 

Please re{:Jd this ilnportant injorlnation careful~v. 

Birth. defects affect 3-4% of all pregllancies. Some, but not all, of the possible birt}l defects can be 
discovered by blood tests, ultrasound and alTIlliocentesis. 

The testing that you clecide to perforrn for your pregnancy' is all individual choice based on many 
factors s·uell as your l1ealtll, your age, your previous pregll.anC)T experiences and YOllr family's 
l1caltll history. 

There are two types of testing for your pregnancy: screening and in\Tasive testing. 

Screening te~tshave no risk to the fetus or the mother. Screening tests inclLlde blood tests alld 
llltrasOllnd. Screenillg tests can identify a woman who is at higher risk than expected ofhaviIlg a 
bab~y with a birth d.efect, but canl10t detect all of these birth defects (such as spil1al cord defects or 
l1eartproblen1s). 

Illvasive tests h.ave a very small risk to the fetus and an extremely rare risk to the motller. In'vasive 
tests il1clude chorionic villous testing and alnniocentesis. Invasive tests call diagrlose 
chromosomal bilih defects in the fetus (such as Down's s)Tndrome). 

First trime§ter (9-13 'we_eks) screening tests include a blood test conlbined \I~Titll an ultrasOUlld 
(Ultrascreen). TIlis testing can detect up to 900/0 ofDow"n's Syndrome andl up to 98 % of 
'rrisonlY 13, Trisomy 18 and Tllmer's syndrome. The Ultrascreen must be ])erfOffiled during a 
strict tinle frame. 

SeCOlld trinle§ter (1~-20 weeks) screening tests include a l)lood test (l\ISAJ'P) done at 15-20 
\veeks followed b:y an_ ultrasound. The blood test estitnates y'our risk of ha1v-ing a baby vvith a 
spinal cord defect or Down's syndrolne and can detect 60-85% of these types ofbirtll defects. The 
llitrasound can detect 35% of fetal birth defects, bllt misses 65% of all birth <iefects . 

.First trimester invasive testing is called a chorionic villou:s sampling (CVS). This test obtains 
placental tissue to identify chromosomal abnormalities. rr~his test l1as a risk of miscarriage of 1 in 
200. 

Se:C011d trilnester in.vasive testillg is called an amniocentesis. This test obtains amniotic flllid to 
iderltify chromosolnal abnorrnalities. This test has a risk ofmiscalTiage of 1 in 250. 

Because testing nlust be perforrned during strict time frames, we request that you identify today, if 
possible, what y'ou would like to do about yOllf fetal testinls options. After Y"OU have identified 
YOllr choices NIOGA will worlc with yOll to implenlent YOllr plan. 

i\ll testing is optional al1d is your personal choice. 



----

Patient: _______________Age: ,---EDC:

First trilnester blood test (Ultrascreen): 9 0/7 to 12 6/7 w'eeks 

First trimester sono (NT sono): 10 0/7 to 13 6/7 weel(s 
(patient to schedule) 

Second trimester blood test (MSAF~P): 15-20 weeks 
(drawn at MOGA office) 

Chorionic Villous Sampling 10-12,veeks 
(schedule with specialist) 

Alnniocentesis 15-20 weeks 
(schedule with specialist) 

Second trimester sana 17-20 weeks 

Decline Accept My c]10ice for testing is: 

1. I d.ecline all testillg except ultrasound. 

2. First trimester blood test and ultrasound (Ulltrascreen at 9-13 
weeks). 

3. Second trimester blood test (MSAFP at 15,~20 weeks). 

4. Second trimester ultrasound (17-20 weeks). 

5. GeJoetic counseling. After counseling I will decide upon 
testillg. 

6. Chorionic villous sampliJog (genetic test at 10-12 weeks). 

7. AlIlniocentesis (genetic te~st at 15-20 weeks). 

8. I arn ulldecided today abollt what testing is right for file. 

I ul1derstand that all testing must be performed during strict tirne fraules and that it is my 
respol1sibility to sclledule and perfo:ml tllese tests at the correct time. If I miss a test time I 
ul1derstand tllat the opportullity to test may be lost. . 

AllY test tllat I have not accepted, scheduled and perfolmecl, I 11ave declined to perfoffil. 

Patient: Date:

Reviewed by: Date:-------_._----­
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