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AUTHORIZATION TO RELEASE MEDICAL RECORDS

tauthorize the use and/or disclosure of my protected health information (medical records) described below:

PATIENT NAME: DOB:

I authorize the followling to RELEASE my protected health Information (please include nawe of facility/provider, address, phone and fax number) :

I authorize the following to RECEIVE my protected health information (please include nae of facility/provider, address, prone and fax nuwmber):

The purpose of the release is:
At the request of individual Ddlagnostic Bvaluation Coordination of Care Change of Physician

Othey:

The following information may) be releaseo:

AlL medieal vecords Labs Probleve List maging Medical Summary
Progress Notes Medication Records Operative reports Pathology
Other:

tf the tnformation to be disclosed contains any of the types of records or tnformation Listed below, additional laws relating to the use and
disclosure of the information may apply. [ understand and agree that this information will be disclosed if [ place my initlals in the
applicable space next to the type of information,

HIV/AIDS information Genetic testing information Mewntal Health information
Drugs/aleohol dingnosts, treatment, or veferval Lnformation

Please send wy recordls for the following Dates of service: From: through

v\ This authorization will expire 120 days from the date signed.
v\ You have the right to revoke this Authorization at any time, provided you do so tn writing. f Yyou revoke Your Authorization we will wo Longer use or
isclose tnformation abou You for the reasons covered by Your written authorization, but we cannot take back any lsclosures alven ywma £ Wikl your

discl £ t bout t a T th t but t take bac disel Lread d th
permission. To evoke Your records release from Br @WLWL his authorization, please send a written statement to our clinic at 17020 Pilkington .,
] T I ds el DrN thtl th t pl d tt tat tt U t 17020 Pilkington Ro
Lake Oswego, OR 97035, that ldentifies the date You signed the authorization, the veciplent of the information in the authorization and state you are
revoking this authorization.

lhave reviewed and | understand this authorization, 1 also, understand that the information used or disclosed pursuant to this
authorization may be subject to re-disclosure by the vecipient anol no longer be protected under federal law.

(Signature of patient or representative) Relationship (if signed by representative)

(Date)



