FAMILY
HEALTH CENTERS (&)

YOUR FAMILY, YOUR HEALTH, YOUR CHOICE = ™ g o

P.O. BOX 1340 | OKANOGAN, WA 98840 WWW.MYFAMILYHEALTH.ORG

AUTHORIZATION FOR USE OR RELEASE OF PROTECTED HEALTH INFORMATION

PATIENT: DOB:

PLEASE DISCLOSE THE FOLLOWING INFORMATION:

___ Past 2 years of pertinent information-chart notes, labs, x-rays & special tests
____All medical records

____ Specific Information-Please specify:

***THE FOLLOWING ITEMS MUST BE INITIALED TO BE EXCLUDED IN THE USE AND/OR
DISCLOSURE OF OTHER PROTECTED HEALTH INFORMATION***

_____HIV/AIDS/STD related information and/or records __ Mental health notes and/or records
_____ Drug/Alcohol use ____ Genetic Testing

REASON FOR RELEASE: _ Doctor _ Personal _ Attorney _ Insurance _ Transfer of Care

TO BE RELEASED FROM (name of provider or facility):
City/State Phone: Fax:

AND SENT TO (name of provider or facility):
Address/City/State
Phone: Fax:

PLEASE CHECK WHAT KIND OF FILES YOU PREFER: __ No format preference __ Paper or fax
Thumb drive/cd-rom or Secure Email (email address needed)

EXPIRATION DATE FOR THIS REQUEST: (Document will expire in 90 days if
date is left blank) This consent may be revoked at any time by written notice to PO Box 1340
Okanogan, WA 98840

| understand that electronic media and delivery methods pose certain risks to the privacy
and security of my protected health information that may be beyond the control of Family
Health Centers.

Patient or Legally Responsible Person Relationship to the patient Date

Effective 3/7/22



