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HRtSiaidmis g sAaammiis o S/Aans
PATIENT REQUEST FOR ACCESS TO DESIGNATED RECORD SET (KHMER)

ISTMURUSYWEG S S Swedish Health Services S HIRHINMI MIGIMPS MRS AN
ASANNCIUHASI NS WISAAIMMA/IgSINSNPoNUHASSY ilBRTRNwS 3
INSIIARISHEGYRISSBHISIsIATS Migpis]sisimumitadaly

In some areas, Swedish Health Services and affiliates may store patient clinic records separately from
patient hospital records. We would be glad to fax a copy of this form to other facilities upon request.
INAHAMGHMUSHTIUISYE [UNSIOBISAEIMIUISHITNN IR U SEUNSISIS N
SIHRMMAAI1S:

You may attach an additional page if more room is needed than provided on the request form.
ANENHAAMNIUUUSISISMATWRSGIAMY SIS SN MR willRiSNisugR s St M
igeis

Please submit this form to one of these locations, depending on where you received care:

Swedish Medical Center Swedish Medical Group

Release of Information
siait)/ Phones (206) 320-3025
747 Broadway, Seattle, WA 98122
) Si1t0i/ Fax: (478) 238-9436
si1tu)/ Phonet (206) 320-3850 o
HiBw/ Email® smgroi-wa@cioxhealth.com
sitni/ Faxs (206) 320-2626

Hi8/ Email: ROI@swedish.org

igsamwsSISIMGMUSIfAsHSHINiaiIS:
Fees may be associated with this request.

NHDISHINS: USINS] Swedish SHISHUIMI BSEISITINY YIGMENWIUSIS I
euguivgASdis]aIius ulniusisosMisicn S umnomiswusY AUTS
eS8 HY MGIHUMUISIHRMARMNMIUNHASS IRuesiwninu iSsmuiydsid
ASNBENIKUEAS NS0 MGIBUMNUINSI SIS duIunIg /Y

Important: Swedish and affiliates no longer print or release patient social security numbers unless
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required for billing. However, social security numbers may be included in patient records that are
more than a few years old. The records you are requesting may include your social security
number.

MISHANTIU USRS 818 SHEING AENCGRSNUS fYS SUSNSIR ISNU ey
MIULNMAST SN HUISIMURERIRUCSHSIMS JUMMNYSI1SIaRAmaniis:

The facility, its employees, officers and physicians are hereby released from any legal responsibility
or liability for disclosure of the above information to the extent indicated and authorized herein.

Swedish Health Services SHIZHIUNS S BSTNIARUTYUNUN SHRNUS naiagyg) sh&/sinns
\s MW yamimmisSigusgiSuemMnSHuRgMNIua g Sisjuw

Swedish Health Services and its Affiliates do not discriminate on the basis of race, color, national
origin, sex, age, or disability in their health programs and activities.

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) (TTY: 711).

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingistica.
Llame al (888) 311-9127 (Swedish Edmonds (888) 311-9178) (TTY: 711).

R WREFER S, TR DA SR G B b SCRIEE RS, 52 (888) 311-9127 (Swedish
Edmonds (888) 311-9178) (TTY: 711).
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HRtSiaidmis g sAaammiis o S/Aans
PATIENT REQUEST FOR ACCESS TO DESIGNATED RECORD SET (KHMER)

Please disclose my records to: Myself at the address above

un: HANG: igtem fness
Patient's Name: DOB:

R Oy S: sirin:

Prior Name(s) Used: Phone:

MW SHANG:

Patient's Address:

Siedn: Siani: Atdn:

Phone: Fax: Email:
ABugssS:

Patient's Email:

WHUMMAMBEIUNSIST: ggsamisisnmuwn sl [[] ygmssugoamimy

]

|:| or the following recipient

tunes Miywn S:

Name: Address:

gtk g Ujusis:

City: State: Zip Code:

SEIN IR SELVIEE Atgs

Phone: Fax: Email:

UHIRA MBI S My: [ IMyChart [ |88 [ | 8w [ ]1mene Sitni
Please send my records via: [ ]MyChart [ ] Email [ ] Disc [ ] Paper [ ] Fax

SN A SARISHguTNIMY:

?'-: am requesting information from the following facility(s):

IUNIUNESNNS] UHMR UM Su/y A SH yHARUARI
List Hospital(s) or Provider Name(s) AND/OR List Clinic(s) or Provider Name(s)
uEUNiSMUUNGStIUN: & s
For the range of dates from: to:
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A SISUSHEIichSUMs

Information to be disclosed:

[[] uid Sumwaygjsu [] Evmuimiguiimnomiusnns]
History & Physical Discharge Summary

[[] ohwmindimes [] swwrmsuiiiuss
Operative Report Emergency Department

[[] mwmniinsiSsw (uSifuvnns, midAc, [ | nwmnddansasmodmifig
EKG thiSy4) Report Progress Notes
Diagnostic Report (lab, x-ray, EKG, etc.) [ ] sigwminwdinm:

[] w9 (yuugns): Last 2 years only
Other (specify):

IBSAMWSIMGNMUSIASHSHAMMAIS: Sundme:8smGiUocn S Uity MyChart 4
Fees may be associated with this request. Some records are unavailable to receive via MyChart.

nHUS HASS: MUUTIGS:
(ioninygiuuus SHGIUSIUSmis) Date:

Patient Signature: (Print form and sign by hand)

N H A S AMs MUUTIGS:

Representative Name: Date:

MRV M sonssuSugmng:

Representative Signature: Relation to Patient:

(icnnysEATUUUS WG NSiu i wiLd ey UM/ ais|s9)
(Print form and sign by hand. Please include supporting documentation.)

1ROl
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