
	AUTHORIZATION TO RELEASE  MEDICAL  RECORDS AND INFORMATION



	AUTHORIZATION TO DISCLOSE INFORMATION OF:

	NAME               LAST                                          FIRST                                             MIDDLE

                                                     
	Birth Date


	FORMER NAMES (may help in locating records):



	SOCIAL SECURITY NUMBER


	OTHER IDENTIFICATION NUMBER

(Medicare or Group Health #) 

	DISCLOSE TO:

	NAME         LAST                                          FIRST                               MIDDLE              

                
	TITLE



	ORGANIZATION OR BUSINESS NAME 



	ADDRESS                                                                                               CITY                        STATE               ZIP CODE

        

	TELEPHONE NUMBER (INCLUDE AREA CODE) 


	FAX NUMBER (INCLUDE AREA CODE)


	E-MAIL ADDRESS



	AUTHORIZATION:

	 I authorize the following information to be disclosed:

 FORMCHECKBOX 
  Pharmacy records                                                      FORMCHECKBOX 
   X-ray reports 
 FORMCHECKBOX 
  Medical records                                                         FORMCHECKBOX 
   Health care information related to the following                                                              

 FORMCHECKBOX 
  Laboratory Values                                                            condition(s), treatment, or dates of treatment

 FORMCHECKBOX 
  Electronic Health Care Records
 FORMCHECKBOX 
  DSHS records                                                                   _____________________________________

 FORMCHECKBOX 
  Other  ____________________________________   

 FORMCHECKBOX 
  I want to limit the records to be disclosed as follows: (by date, type of record, etc.)

      ___________________________________________________________________________________ 

Please send a recent, complete H&P, to include lab and x-rays for Adult Family Home Admission

	I give my permission to disclose the  following records (check all that apply):

 FORMCHECKBOX 
  HIV/AIDS and STD test results, diagnosis or treatment records (RCW 70.24.105)

 FORMCHECKBOX 
  Mental health records (RCW 71.05.620) including: _________________________________________ 

      ___________________________________________________________________________________

 FORMCHECKBOX 
  Chemical Dependency (CD) records (42 CFR Part 2) including: _______________________________ 

      ___________________________________________________________________________________ 

	    (  This permission is valid until I am discharged from the facility.

    (   I may revoke or withdraw my permission in writing at any time, but that will not affect information already disclosed.

    (   I understand that my records may no longer be protected under the laws that apply to healthcare professionals after 

         this disclosure.

    (   A copy of this form is valid to give my permission to disclose records, including electronic health care records.  A fee may be charged to provide copies requested.



	AUTHORIZE BY (SIGNATURE)                                 


	DATE SIGNED
	TELEPHONE  NUMBER

	PRINT NAME
	

	If I am not the person who is the subject of the records, I am authorized to sign because I am the : (attach proof of authority)

 FORMCHECKBOX 
  Legal Guardian          FORMCHECKBOX 
  Durable Power of Attorney for Healthcare         FORMCHECKBOX 
  Legal Representative       

	Notice to those receiving information:  If these records contain information about HIV, STDs, or alcohol or drug abuse, you may not further disclose that information under federal and state law without specific permission of the subject and meeting specific the legal requirements of 42 CFR 2.32.





