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e+ha, P P+aen eATL NNAN AT THAMIAR

Patient Request to Access/Disclose a Designated Record Set (Amharic

LUT N1L A% NARCAP PAD-T PG O°/E £4. AL/ ATIML I AP M$ I £ $ 8 LAMA: PHMPPM-Y A0/ Nao-pi

AACAMT LUTT L 2L O-LP A PLCTIM- FAA: Completion of this document authorizes the disclosure and/or use of health information about you.
Failure to provide all information requested may invalidate this authorization.

M FOh:- LhRATPT HINFT AIA DPI° APMPP PAOM:. N /3, +@NL hUF: PhhIoT HINTFT ATHIET

h&P AmP+e £FAX:= NOTE: If you are a patient/patient representative requesting medical records for personal use, there may be a fee for
production of the medical records.

NFhmm eN7L N-NNN MITHMEIAR D PE @-ND P+MPPM AZF NNAA AT N Llrd RINTF N MPR ANLCHFT AL

e+ao ) Z-+ 1M-=: Information requested in this Patient Request to Access/Disclose a Designated Record Set is based on  requirements by both state and federal
regulations.

NMP3HP 2 AL PAD- NJF NANSPTHT +eh L 18 MPLH LFAA:

P+ Fhay, Ay APMmPe hUPIT ANhP P+ PIRANC M+t $ET PM-RAT NAMTT PE-CH N1L LI FHH $§ (hA):
PhATT HINTT PO, MEPD: A®- I8 £ $ &7 N+PAD PR PR IC ALLHD PPCM=

You may attach an additional page if more room is needed than provided on the request form.

If you are requesting records for a deceased patient, please submit a copy of the death certification; copy of Power of Attorney, trust or will, if available; driver’s license of person
requesting medical records; along with the completed request form.

ANNPY LU 25 ML +hF@ AL A PNTAS: Please forward this form to:

AUNTFA eAhhIT OHIN D PEPTF NTF ME: ASwedish Medical Group® PP+ NF mL:
Swedish Medical Center A, £ A: smgroi-wa@datavant.com
Release of Information Department NAh €mC: (206) 320-3025 « 4-h: (478) 238-9436

747 Broadway, Seattle, WA 98122
Email: ROI@swedish.org
NhAh: (206) 320-3850 « 4-h: (206) 320-2626

ANhP Ph+m-A: YAN AMANL L ANLAL hUPT ATET PARLT PAhh9RT MANhA/N-L7Y (Swedish Medical Center/Group? SMC/SMG)
PFNMPFET NALA ALt R CFT M+a>) ML I® MAFAALT AT A= NPT 97T et 4o 3 NAL NPSFD- PUNIS
MmY)N) AL PYUNLP PHFT D CTF A h++ 2FAk:: Please Note: SMC/SMG no longer prints o releases patient social security numbers unless required
for billing. However, social security numbers may be included in medical records that are more than a few years old.

AemPeF PAT PAhRTPT AR HINF NhtTF eMNPap AN CFF TP+ AR DT £FAA=: Medical Records you are requesting may not be
available due to the state retention requirements.

NHU L2 L WL T P+HIARD- A28 N+PNR ATLIT ATAR EFAA: AT18.U PAM- 89190 £.4. Ao P NATEYE U3 PF NNET U
PtMNP ALLATCT AT NdoBadrd MNP & RTTF U PMT A IHETN +T1PASRTT AT +m PE7TF U (Health Insurance Portability and

Accountability Act? HIPAA) hA718.U0 NP AL L INTF &FAA: Information disclosed pursuant to this authorization could be re-disclosed by the recipient.
Such re-disclosure is in some cases not protected by state law and may no longer be protected by federal confidentiality law (HIPAA).

Fhed - AT9IAHT 0TG4 NPT 19 PR IS ACSF ATA1RT AAAPT: BLM.A 888-311-9127 (Swedish Edmonds 888-311-9178) (TTY: 711)x
ATTENTION: If you do not speak English, you have at your disposal free language assistance services. Call 888-311-9127 (Swedish Edmonds 888-311-9178) (TYY: 711).

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al 888-311-9127 (TTY: 711).
AR MRAEP - RO S RIR R E P EERTS, B2E 888-311-9127 (TYY: 711)
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eFha, e e+aen eN1L A-NNN AT THAM™IAR
PATIENT REQUEST TO ACCESS/DISCLOSE A DESIGNATED RECORD SET (AMHARIC)

&4 P [ EXPLANATION:
LULP L P MPPM PHAA AT PLolld-A LT1NTT ATMNNC 1O~
2N, 9™ | Patient's Name: e+ @-AL $7/ Date of Birth:
+¢8M P Mea-NF(NFM-) NI (F): naAh#:
Prior Name(s) Used: Phone #:
PFha AL LA
Patient's Address:
h-+/ City: n++: PH, T he:
State: Zip Code:
ATA A€ A | Email Address: @

PMS a8 AMP+I° AT £4. 7.1 | USE AND DISCLOSURE OF HEALTH INFORMATION:

A% NHU N7 SMC/SMG eAhh9RT a2 HINET AT N+AM- AN ATEPNAZAN/ATETIAR AL PSAL | hereby authorize SMC/SMG to
release my medical records to. [_] Ac-b ML (Myself) [ ]+$Ne AT +HCHZA (Recipient listed below):

e++nNe Nge: Tl Fe-
Recipient’s Name: Attention:
e+PNL K LA:
Recipient’s Address:
h+a | City: nt+: PHT he:
State: Zip Code:
hah: 4hh:
Phone #: Fax:
PAPCNT AT 60 | Delivery Option: [] MyChart O o+ (n7hF +AN.A) Paper (Mailed) Jcp(nzhg +Ah.A) CD (Mailed )
[14hh/Fax [ A™L2A/Email: @

P IARM PM.T a5 | INFORMATION TO BE RELEASED :

m/5m-% PP MEPM AT N+AD +LI°(PF) 1D~ | | am requesting information from the following Hospital(s):
PUNTFA(AT) HCHEC | List Hospital(s) PURITM- ¢5F £ AR, | Specify the Dates of Treatment

PMAPP /8 (NHU h&A ATL AT NF 9°Ah+ PLC7T)/ INFORMATION TO BE RELEASED:

(] +HME ZEPF: (LU ANHEPE FNM,PF AT AN T P, LNLAIFO 100): PAPAPL P MMPALT PLTIHE NEA
L7 CHT FLN AT ANAR FPCADLT PIPRAC L7 CHTFT PPR MG L7 CHFT PANLTL TPCALPFT P48 0 AE,
L7 CHFT hANTCAR T4 A14-9° (electroencephalogram, EEG): kA DT (L€ <14-9° (electromyogram, EMG):
RARTCNCR 9149 (electrocardiogram, EKG) 07 #A8, £ 7CHF= (RGP A.$C 2FAAQ)/ Pertinent information

] vAa-g pHhRT HIN: (BU +HME @ /EPTFY 418,09 NMh°T ®HIN & PATT AT A N1ATY

PhitFA) (h& P AmPP £FAA)/ AllEntire Medical Record (Includes pertinent information plus all other documentation in the medical record) (A
fee may be charged)

L1 AA(29AR)/ Other (specify):

L] NA4T AT 9@z NF (PUTME ThE LAR) Lasttwo years only (Specify print package):
[ ] +HmB ao 2B PF | Pertinent Information [ ] v-A9m/a™A R 9™G aoH7-N/ All/Entire Medical Record

N
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NNAA/L LA UIF PR 12T AT h+AD- +6n T €38 PNE.AIA | ADDITIONAL AUTHORIZATION REQUIRED:

PANTADT AZE A8 APE NTAR LPEAL (ATLANLALTE PART PECTHT PADBAR P LCMPT PP T M AT
$'+T PATMT)/ | specifically authorize release of the following information (check, initial and date as appropriate):

[[] PARIPC M5 JCARL. AD /B Mental Health treatment PaAD S an P &Y/ Initial and Date:
information
[JHIV 9oCan . @m.+F | HIV test results PaAD S an @ &Y/ Initial and Date:
[ ] PRANUA/L - FoCaADL. A28 | Alcohol/drug treatment pao G an @ Y/ |nitial and Date:
information
Ll nemAN P +AAS NHFPTF (WA NF) pangan @ ¢/ hnitial and Date:
Sexually Transmitted Disease (WA Only)

Mm$ g™ | PURPOSE:

PtMPPM AMPPI® MLEI° L4 P L/ GAM: [ |PFha a4 P [ Patient Request [_|@PmMA ATh-NhN/ Continuing
Care ] UI®/Legal [ ] A ¥ &N [ Insurance ] AA | Other:

P, PNPN+ 7 / EXPIRATION:

LU L P L 0 PNPNT $7: This Authorization expires (Date):
+7 hA+AMT LU LS L NLCMM ¢ EPC NNENT 4T - PNPA=

an o) | MY RIGHTS:

LU LD L ATLLI® ATPN, AT ATFAAU= AL 29 A9PN, hARTT NUT PMT AZER AAPP ATRLMETFA

MmP AANT:= A9PN, MAE UNTPTRT DL hELPRT ML ADPMMmPIOT NN+ AL ThIP:: | may refuse to
sign this authorization. If | refuse to sign this authorization, | should know that by law, my health information cannot be released. My refusal
will not affect my ability to obtain treatment or payment or eligibility for benefits.

AMPPa>T MLIC L4 ML/ TT AT1ELP L APHMPP N PAD-Y PMT A8 MET MLI° 8 M- M T+
ATFAAU= 2UY L P L NMITD-9° LH A ALH ATFAALE UFPI° NR A& NP LN AL h+AD- ALE-A

@70+ AANT: | may inspect or obtain a copy of the health information that | am being asked to allow the use or dis- closure of. | may
revoke this authorization at any time, but | must do so in writing and submit it to the following address:

Providence St. Joseph Health
Health Information Release of Information/Revoke Authorization
P.O. Box 4950

Portland, OR 97208
PAL NZH ATLLZNT M PO +9NLP LUGTALI AdT NHU P L AL +AACHD PAGTFY +9NLT 97
A2 A ANT9™: My revocation will take effect upon receipt, except to the extent that others have acted in reliance upon this authorization.
PHUT P L 8 P T+ Aot AAF:=: | have a right to receive a copy of this authorization.
NHU 2L Dw/T P+IARD A28 N+4NL ATL1T AIAR £ TAA=: A8 U PAD-
gogo L4 APy NATSYE U PT NNET U O+MNd ALLATRT AT Ndollded MNDELRTTF U PMT
RI0ETh 1A PN T AT M P2 TT U (Health Insurance Portability and Accountability Act? HIPAA) NA71918,U
MNP ALLLINT &FAA= Information disclosed pursuant to this authorization could be re-disclosed by the recipient. Such re-disclosure
is in some cases not protected by state law and may no longer be protected by federal confidentiality law (HIPAA).

&C™ | SIGNATURE:

eFha, L CM™: ¢ | Date:
Patient Signature:
PUIR +dhe 4LCM: ¢ | Date:
(eFhm, +@he/NANT)

Legal Representative Signature:
(Patient representative/spouse)
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NFhamm- £ 73 NAA NG P+L 20 hPTT hFhao IC PAPTFT UIP HIP LT LAR AT ANhP MNZS
PRCM= ATRAA: P-RAT NAMT $E T 09T PIPARC MZPTT PANSLTF N1L:
If signed by someone other than the patient, state your legal relationship to the patient and please provide, i.e, copy of DPOA, Death Certificate,

Guardianship:

hha, ¢ PA 917 F1%: $7 [ Date:
Relationship to Patient:

Nht+ LINF AL NARar /G NS L FFO MPT Fham-F Pharm- AN 9P £ P L A PNLAT £TFAA=
Dependent on State Regulations, authorization from the physician who attended the patient during their stay may be required.

HOSPTIAL USE ONLY
PHYSICIAN RELEASE OF MEDICAL RECORD

[_] APPROVED by Physician Name: Date: HIM-ROI CG Initials:
] DENIED — REASON FOR DENIAL:
MD Signature: Date: Time:
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