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Gabbett Medical is in accordance with Arizona State Law maintains medical records for a period of at least 
six (6) years after the last treatment date. Minor patient's records are maintained for a period of at least three 
(3) years after the child's 18 th birthday or for at least six (6) years after the last treatment date, whichever
occurs later. Gabbert Medical has a protocol for the secure storage, transfer, disposal and access of medical
records at our office. By singing below I acknowledge that I have been provided a copy of the Medical

Records Protocol for Gabbert Medical and is available to me at any time upon request.

RECORD RELEASE 

T understand that my records and X-Rays may be released for professional consultations to other health 
providers as necessary. Gabbert Medical routinely sends many X-Rays and related health care information 
to Diagnostic X-Ray Consultation Services for interpretation. Should additional consultations be required with 
other HealthCare providers (i.e. Orthopedists, Neurologist, etc.) records will be provided as necessary. I also 
understand that my records and X-Rays may be released for payment purposes to Insurance Companies, 
Attorneys, and/or other third parties as necessary to obtain payment. By singing below I authorize the release 
of my records and X-Rays for these purposes. I understand that all my records will be kept confidential and 
will not be released without my w1itten consent. 

NOTICE OF PRIVACY PRACTICES 

Gabbert Medical in accordance with HIPAA regulations wants to protect your rights and privacy as a patient. 
In addition, we will not provide your medical records to any outside third party for independent marketing 
purposes. All medical records are stored in compliance with Arizona State Law. Any questions regarding 
Privacy Practices may be directed to the Chief of Staff, Dr. Brian Gabbert who serves as the Privacy Officer. 
By signing below I acknowledge that I have been provided a copy of the Notice of Privacy Practices for 
Gabbert Medical (PP-09-23-13) and is available to me at any time upon request and in no way affects the care I 
receive at Gabbert Medical. 

By signing below T authorize Gabbert Medical to provide such care. 

Patient Print Name: _______________________ Date: ________ _ 

Patient Signature:-----------------------------------

Parent/Guardian Signature required if patient is under the age of 18. 
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OFFICE HOURS 

Gabbert Medical 

120 E. Main Street, Suite B I Payson, Az 85541 
P: 928-472-2225 IF: 928-468-0002 

www.GabbertMedical.com 

OFFICE POLICIES 

Our office is open Monday-Thursday 9:00 am to 6:00 pm and Friday 9:00 am to 1:00 pm. Patients are not 

scheduled from 1:00 pm through 2:00 pm during lunch. We are closed ir1 observance of all major holidays. 

NEW PATIENTS 

For purposes of maintaining continuity of care, we ask that first time palients bring us the latest relevant records 
with the most recent test results, MRl / CT / XRAY /BLOOD WORK and current medications list. We do ask 
that you remain the sole custodian of your entire medical records fn ,m your previous healthcare providers. 
Should there be a need to further examine your previous records; our pmviders will have you bring your records 
back for additional review during subsequent o ffice visits. 

COURTESY 

We strive to provide the best medical care for our patients. While we r1ake every effort to provide prompt on­
time service, the healthcare needs of each individual <lo not necessaril:r lend themselves to an exact schedule. 
We therefore appreciate your understanding and patience if you have t,) wait a few extra minutes. If you have 
any suggestions or complaints for our office, please let us know. Angry or foul language directed to our staff 
regardless of the iss es involved will absolutely not be tolerated and ,vill be grounds for immediate dismissal 
from our practice. 
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Should you have more medical issues that need to be addressed, please inform our staff when calling for 
appointments, and we will schedule more time for you accordingly. Muhiple family member appointments must 
be scheduled in advance. Family members who an� present at the time of another member's appointment, but 
are not scheduled, may be required to schedule an appointment at a later time. 

TELEPHONE ME SAGES & PROCESSING OF REFERRALS 

We will try our best lo respond to your messages as soon as possible. 1-lowever, please be aware that messages 
may take up to 24 HOURS to process and respond. More often than not, if your questions require extensive 
attention, the doctor may elect lo have you make an appointment and come for further evaluation for quality 
assurance purposes. 

MEDICAL RECORDS & FORMS 

All requests for medical records must be on a HIPPA approved form, 'IVhich must be properly and completely 
filled out and signed by the patient or legal guardia . Improperly filled out fotms may delay your request. Please 
allow at least 10 BUSINESS D AYS for processing. 

Medical records released to a new provider, specialist or school: For continuity of care and as a courtesy to the 
patient, our office will forward records requested at no charge. 

Medical records released to the patient, some insurance companies, law firm or miscellaneous requests: Records 
are subject to copying fees. 

IN A LIFE THREATENING SITUATION, PLEASE CALL 9111Ml'v1EDIATELY. 

Our friendly staff is committed to making your visit as pleasant as pc ,ssible. Your comments or concerns are 
important to us. We rely on them to continue to improve our quality medical care to you and your family. 

By signing below, I understand and agree to the office policies and prc,cedures explained above. A copy of the 
office policies and procedures along with notice of privacy information regarding Gabbert Medical will be 
available to me upon request. 

Patient Print Name: ___________________ _ Date: ___________ _ 

Patient Signature:------------------------------------­
Parent/Guardian Signature required if patient is under the age of 18. 
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