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B PR IR E A B

SERR LU BRI R B A B A B R SRR e REEIRMEFTERETA G A FTRE & SRR, 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.

EE  mRERBEIBERR, HMAARREHEERCE, TS URERERER, 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.

A B FRUR BT ELekE H AR ERINFBR B R RR B ESRIEHLE A, Information requested in this Patient Request to Access/Disclose a

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

A RER LM, RIS ME, You may attach an additional page if more room is needed than provided on the request form.

IR R AT HBRE RIS, FRZECTEHRL ; mf, BERREHEE. FEERE&BNEIE, PHEBRIHEENVER
PIRIEZAIHREESR, 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.

SEIS I FAK AR - Please forward this form to:

(EBEHe BEIRFLER I 75 {55t 0 BE R 45 B (Swedish Medical Group) Fi 3%
Swedish Medical Center B H 4 : smgroi-wa@datavant.com
Release of Information Department TEAG : (206) 320-3025 « {HE : (478) 238-9436

747 Broadway, Seattle, WA 98122
BT E 4 . ROI@swedish.org
75 : (206) 320-3850 « {HE. : (206) 320-2626

R  RIEAREEEANE, THIH;HERE T (Swedish Medical Center, SMC)/Ei HlBEBREE (Swedish Medical Group,
SMG) REFIMSBERENLERZRE, B, HERRTREAERE THEAMNBHRET, Please Note: 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.

JR T EE SR B R Dk FTRE RN SR A B R E R M V3t Medical Records you are requesting may not be available due to the state retention

reqwrements

BBEAREERBEOEATTREHER T BRBE, FREERT, EEFRBEERZMNERRE, WAREZHMRBER
FREER I it B 5152 (Health Insurance Portability and Accountability Act, HIPAA) £, 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).

R - PG RGE, EATLLE e R AEE S IR, G50 888-311-9127 (Swedish 247527 (Edmonds) [l
Ean : 888-311-9178) (TYY: 711),

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 888-311-9127 (TTY: 711).
AR MIRAEPX - Ao DA IR H R B P X EERTS, 7520 888-311-9127 (TYY: 711)
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BAETTRURBETE ECeE P
PATIENT REQUEST TO ACCESS/DISCLOSE A DESIGNATED RECORD SET (CHINESE-TRADITIONAL)

ERBH : EXPLANATION:

BAERIGAR B AR HE B 7E AR TN R B AR HE BB A

BEWA HAEBRH :

Patient's Name: Date of Birth:

TH4 - BRI

Prior Name(s) Used: Phone #:

BE At -

Patient's Address:

W M BRI R
City: State: Zip Code:
%%@ﬁ:ﬂﬁiﬂ: : Email Address: @

TG FAR(E FI BL$5 8 : USE AND DISCLOSURE OF HEALTH INFORMATION:

AN A HE SMCISMG 15 F: HO B R RE SRR B4R LL T A B hereby authorize SMC/SMG to release my medical records to:
LI A AL (Myself) [ FHFIHAEET © (Recipient listed below):

Bl 4 TR

Recipient’s Name: Attention:

BEW 5 it ;- Patient's Address

W M R -

City: State: Zip Code:

E&E : Phone #: HE : Fax:

{B 2538 Delivery Option : ] MyChart CIHE (%) Paper (Mailed) []CD (H%) cD (Mailed) (] f5E FAX
L] EFEHEmai: : @

SESRIBEAIE S INFORMATION TO BE RELEASED :

A I P T BB 3R R E 7 | am requesting information from the following Hospital(s) :
FIHBERE List Hospital(s) IR B # Specify the Dates of Treatment

FERIBBEWEA (EARAH 5P H—MELEE) INFORMATION TO BE RELEASED :

(] ftHRIEA GERASBAEMEATENEN . HEME, S2RRE. REkiEk, 2. RS, BER=
RE., B2, FSER (Electroencephalogram, EEG), ALZEIE (Electromyography, EMG), .[>ZE[E (Electrocardiogram,
EKG), JRE#HE, (FrAEEUEUE ) Pertinent information

(] FrAsEERsg (SHEEREALIKBEGETHETAE KME) (FIeeglkEE ) AlEntre Medical Record (Includes

pertinent information plus all other documentation in the medical record) (A fee may be charged)
(1 H'E GHMERE) Other (specify) :

] EREME GEEHAZIEIERE) Lasttwo years only (Specify print package) :
(] #BBA%& A Pertinent Information U FrA I52BR B3R E0#%k All/Entire Medical Record
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RN FRYERR, UL T B AEEESNMEHE ADDITIONAL AUTHORIZATION REQUIRED :

BREIFZEBEULTEN GERBEEAR, SETREIE AHA) | specifically authorize release of the following

information (check, initial and date as appropriate) :
L] DERERRIEPEE A Mental Health treatment information BFREAEBH Inital and Date :

(] A% & 5RE %% (Human Immunodeficiency Virus, | B R4 B AHA Initial and Date :
HIV) B l#E SR HIV test results
[ 1B XEEEM TR BEE A Alcoholidrug treatment information BEREAEBH nital and Date :

O] MEEAR (5 AR 2 EE M (Washington, WA)) | B TR S B Initial and Date :

Sexually Transmitted Disease (WA Onl
H #J PURPOSE :

i HERER B/ Purpose of requested use or disclosure: |:| EBH 5 Patient Request |:| Mg % Continuing Care
[ ] ¥4 Legal [ 4%F& Insurance [ ] Hefthh other :

HZ5EA EXPIRATION :

AREEWEZEH (ZIHIH) This Authorization expires (Date :
ﬁl]*%‘ﬂjﬁ‘% HEA ’ EUZ:E%@%H%E%& H Eﬁﬁﬁﬂﬂ A%EIH, 1fno Date is given, this authorization will expire in six months from
the signature date.

FRAYREF] MY RIGHTS :

BEHEREEASHEE, WRIEBRTEARAFHEE, REETEBBEERE, BOBEENREHBEE, RWER
ARG HERBEBIRE. (HREERERAIRES, | 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.

BAEGELEDMBFEERLTEASBEBECRRENREIAR, RTREREEARES, EXLAUEERET, iR
ZRELLUTFHibE | 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
BB EERCT RBIR AR, B N ERBAREERDUTEIRE RS, My revocation will take effect upon

receipt, except to the extent that others have acted in reliance upon this authorization.
FA BRI AR ERERIA, || have a right to receive a copy of this authorization.

RIBAZHEEIRENE ARSI T BERIBE, Information disclosed pursuant to this authorization could be re-disclosed by the
recipient. FERLEEILT, EREBRBEALZINERRE, WABEZHARBIEREREBIEERMNFIES (Health Insurance
Portability and Accountability Act, HIPAA) &7, 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: :

BERL H#i Date :

Patient Signature:
EERKRS 4 HEA Date :
(BEREMER)

Legal Representative Signature:
(Patient representative/spouse)

HHIERBARATE, AIERAGERBEEERR, WHERMHERRSCHE, nRe/AZ#EE (Durable Power of Attorney,
DPOA), FET-#BHH., BEEMEZEEARYEIA 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: :

HBAFORS HH#i Date :

Relationship to Patient:
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REBMER, FTREREERIE RS MR LR R AR,

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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