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BETFIURBRECRERER

Patient Request to Access/Disclose a Designated Record Set (Simplified Chinese

SERR ST BRI AR B BB A R T ERORRE B, RERMPTERIFTARE B FIRESMEIARINTCRL,  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.

BEE  mRERBEIBERE, INMAARBBETCE, BINTESKREFFICRHI/EE, | 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.

ARBEFRUHEREEICRER BRETINFEXAEMNBM EERZHAZ R, | Information requested in this Patient Request to Access/Disclose a

Designated Record Set is based on  requirements by both state and federal regulations.

mERIFER EZEEART, BALABMTI, You may attach an additional page if more room is needed than provided on the request form.
MEERANCHEBERBICR, BRRECIEHAEEE ; iF, BERREZHEH. ERPHERBNWEEH ; HIBSETICRED

BRLIRIEZHPAIEFR, Ifyou 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.

B FEFZ ¢ Please forward this form to:

NERETICREIS : {X Swedish [ 77 4 A (Swedish Medical Group) FRiZ :
Swedish =77 #.0» E8-F-HB{4: : smgroi-wa@datavant.com
Release of Information Department EBIE : (206) 320-3025 « £ K. : (478) 238-9436

747 Broadway, Seattle, WA 98122
BB F-HiB{4 : ROI@swedish.org
EBiE : (206) 320-3850 « f&E. : (206) 320-2626

BHE : RIEAFEIKBEHNE, EN Swedish EJr .0 (Swedish Medical Center, SMC)/Swedish EJr££H] (Swedish Medical
Group, SMG) AREITHIEHEBEWILSMRIES, BR, tSRESFRAE FETEMWETICREY, | Pease Not

SMC/SMG no longer prints or 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.

IEFTE R ETICR RN BRI EFER M ITERME, Medical Records you are requesting may not be available due to the state retention

requirements.

RIEARN BB ERE B TRES PR R BE, EREENT, WEFREBAZNMNEERE, WAEREZRITR

TR R R P 58 5.0 ST¥E R (Health Insurance Portability and Accountability Act, HIPAA) £&3F, 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).

TR RERSHINE, ErLLA hkER e RrE S RS, 15EEE 888-311-9127 (Swedish #4751 (Edmonds) Fz X BRI : 888-311-
9178) (TYY: 711),

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al 888-311-9127 (TTY: 711).
AR MRAEPS - RO LR IR I % E P EERTS, B2 E 888-311-9127 (TYY: 711)
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BAETIKEIREICRERBR
PATIENT REQUEST TO ACCESS/DISCLOSE A DESIGNATED RECORD SET (SIMPLIFIED CHINESE)

i%BH : EXPLANATION:

AT RERALIARAR ETEBTIN B BRERAR R A E,

BETE4 Patient's Name : HA B -
Date of Birth:
% EBiE S :
Prior Name(s) Used: Phone #:
BAEELL
Patient’'s Address:
i M ER B4R D :
City: State: Zip Code:
B3 HiBf4- Hitdk : Email Address: @

(S B A F 5-55 8% : USE AND DISCLOSURE OF HEALTH INFORMATION:

A N5 2N SMCISMG fFBRAETTICRIZBELALLT AR ¢ | hereby authorize SMC/SMG to release my medical records to:
] A< A (Myself) (] FHFIHEEKTT « (Recipient listed below):

B4 etk

Recipient’'s Name Attention:

BT #idk : Patient's Address

W I HREL RS

City: State: Zip Code:

E3iE : Phone #: £E : Fax:

fEREIETH : Delivery Option: [ MyChart [ 4K (HBZ) Paper (Mailed) []cD (#B%) cD (Mailed) L] fEEFAX
L] B-F b Email : @

EREEHEE - INFORMATION TO BE RELEASED :
A AFPLFERRZERIEE | am requesting information from the following Hospital(s) :

FIHERE List Hospital(s) ERRITEH Specify the Dates of Treatment

EREBAOER (NAEARERSy HAH)—/ F7HE) INFORMATION TO BE RELEASED :

[] #HXEE XEASHEENMEABENGER) . HEEHE., 228HRE. FEEGERRE, 212, FRARE. =
KRB, BHFIRE. KEE (Electroencephalogram, EEG), ALEEE (Electromyography, EMG ), L EE[E]
(Electrocardiogram, EKG), JRERYE, (FIREUKERZEF) Pertinent information

[ FrABETFCE (BEHEAERURETERFHFA M) (TR UEREEA) AlEnte Medical Record (Includes

pertinent information plus all other documentation in the medical record) (A fee may be charged)
HE (F4iHA) Other (specify) :
N EWE (BIREITEIZERME) Lasttwo years only (Specify print package) :

[ #85%15 B Pertinent Information ] BT 1568 EFTICR AllEntire Medical Record

00O
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R BEEREERL, CUTFME BaEE &4 24X : ADDITIONAL AUTHORIZATION REQUIRED:

ANFHRINEBUTELE (FRE\EFGEAE, EFRESIEFBH) | specifically authorize release of the following
information (check, initial and date as appropriate) :

[ ] DEREEERTSST/E B Mental Health treatment information BHFEREZIHERA HH Initial and Date :

(] A48 5095 3 (Human Immunodeficiency Virus, HIV) 48 | B FREE IR B # Initial and Date
MIEE S HIV test results

L] EREI1281R 7718 B Alcohol/drug treatment information B RESHE B Initial and Date
L HEEHER (GEA TEEWIN (Washington, WA)) B RESHE B Initial and Date

Sexually Transmitted Disease (WA Only)
E# PURPOSE :

R B FH B i B A0 B # Purpose of requested use or disclosure : [ ] B&& HR 1B Patient Request [ ] 444%3F ¥ Continuing Care [ ] ¥4
Legal []4%B& Insurance [] H:Ath Other :
A% EXPIRATION :

AR BAAKH (RIHAH) This Authorization expires (Date) :
mRGHEAEAH, MAZNBRESS AHES/NA BRI no Date is given, this authorization will expire in six months from the

signature date.

BRAEGEF| MY RIGHTS :

BRAEDHEAZEZARNT, NRELISBARND, BN YGMBERFEENE, REOBHREEFEREE, RIOELR

AREFMBISIETT ., RSB FR ZERAIBE S, | 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.

BA O E L IRMBAAE R A A BB ARERE BRIAR, RTRERBEARNS, ELFUBEERET, HFig
AR LT HithE © | 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
BRABE R TEER T KB N AR, (B N EARIERZNBREBATHEFE RS, My revocation will take effect upon

receipt, except to the extent that others have acted in reliance upon this authorization

BA PRI A ZBAIEIA, | have a right to receive a copy of this authorization

RIBASZN BB B TS 7 Fki%EE, Information disclosed pursuant to this authorization could be re-disclosed by the
recipient. ZERLEEILT, HAEFREBARZINERRF, WA EZBRAREIEREFRRE S D)3TESR (Health

Insurance Portability and Accountability Act, HIPAA) ££1F, Such re-disclosure is in some cases not protected by state law and may no

longer be protected by federal confidentiality law (HIPAA).
¥4, SIGNATURE :
BEIZL H#i Date :

Patient Signature:
EEREES : HH#i Date :
(B REELR)

Legal Representative Signature:
(Patient representative/spouse)

HHIEBEARANLE, WHEHAGGEBEERRR, HIFRMAMERIE:, mEeAIXTE (Durable Power of Attorney,
DPOA), FETCIERA, MIFAUERARIEIA : If signed by someone other than the patient, state your legal relationship to the patient and
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please provide, i.e, copy of DPOA, Death Certificate, Guardianship:

5 BEWRFR HEA Date :

Relationship to Patient:

RIEMIER, FTEERERBIERE A AN LS ELRZN,

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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