
AuthorizAtion to releAse PAtient MedicAl inforMAtion

I, ____________________________________________________________________, hereby authorize _________________________________________________________________________________  
to disclose health care information in the medical records of:

____________________________________________________________________________________________________________________________ Birth Date: ________________________________________
 Print name of patIent

WhAt kind of inforMAtion do you WAnt disclosed? (check one Box)
	 o	Information from the most recent one year of visits. o	Information from Date: ___________________ to Date: ___________________.

sPecific inforMAtion. PleAse check box:
	 o	progress notes o	ekGs o	Immunizations
	 o	Lab Reports o	problem Lists o	consultations
	 o	Radiology Reports o	medication List o	accounting of Disclosure
	 o	other (please specify): _______________________________________________________________________________________________

PurPose for Which disclosure is being MAde:
	 o	attorney o	Insurance o	Doctor o	personal

1035 116th avenue ne
BeLLevue, Wa 98004

hiM roi fAx nuMber: 425-233-6286

PAtient AuthorizAtion:
You are authorized to release copies of my medical records. I understand that my records are privileged and confidential and I waive this 
status. I authorize release of all medical information, including psychiatric, drug and/or alcohol abuse records, the testing, counseling or 
treatment of aIDS, hIv or any sexually transmitted diseases and other confidential information. I understand I may be charged unless the 
records are being sent to another health care provider for the purpose of continuing care.

*exclude the following information from the records released (please initial):
________  Drug/alcohol abuse/treatment & diagnosis ________  Sexually transmitted disease
________  hIv/aIDS diagnosis/treatment/testing ________  mental illness or psychiatric diagnosis/treatment

My rights:
I understand I do not have to sign this authorization in order to get health care benefits (treatment, payment or enrollment). however,  
I do have to sign an authorization form:

• to take part in a research study, or
• to resolve health care when the purpose is to create health information for a third party.

I may revoke this authorization in writing. to view the process of revoking this authorization, please read the privacy notice to our patients.  
I understand that once overlake medical clinics discloses health information, the person or organization that receives it may re-disclose, at 
which time it may no longer be protected under privacy laws.

  ________________________________________________________________________________________________________________________________________________________________________________________________________________________
	 Date	 Signature of Patient or LegaLLy reSPonSibLe Party*	 reLation to Patient

(*please provide documents to prove authority to sign on behalf of the patient)

If you desire a copy of this authorization, please notify a representative of the medical Records department upon completion  
of this form. authorization valid for only 90 days from signing this request. to be valid this form must be signed and dated.

inforMAtion to be    o	sent to:     o	sent froM:

  ______________________________________________________________________________________________________________________________________________________________________________
 name of DeSIGnateD RecIpIent

  ______________________________________________________________________________________________________________________________________________________________________________
 aDDReSS

  ______________________________________________________________________________________________________________________________________________________________________________
 cItY, State, ZIp coDe phone numBeR


