3600

SWEDISH

Patient Identification Sticker

+ AN YH+OAT héA HIMT TACKA MAN APLN Ak
PATIENT REQUEST FOR ACCESS TO DESIGNATED RECORD SET (TIGRIGNA)

Al L AL NFFTI APLA TL DOT DAINeTT +ANNCET TL +hN, 72 AALH AHIN N T2 UNTFA
mH7)) £ACT° NFTPP B RAAK: TEHIR Tt $8A Al HthtTTAh APT T hAAT RAAR P F+F 40N
TATINCT® THAA RS

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.

ANH, b+t MY NF ATHAR +OAT, 78 Nt+hhH ThAA A=
You may attach an additional page if more room is needed than provided on the request form.

NANZTh AH, $2o WNL +FNANE AN 9T NFPAF®- TN AL NNHI NJFF RLAN:
Please submit this form to one of these locations, depending on where you received care:

Swedish Medical Center Swedish Medical Group

Release of Information
nah, / Phone: (206) 320-3025

4.nnh/ Fax: (478) 238-9636

747 Broadway, Seattle, WA 98122
nah. / Phone: (206) 320-3850
Aam 24/ Email: smgroi-wa@cioxhealth.com
4.hn/ Fax: (206) 320-2626

Aame4 / Email: ROI@swedish.org

g0 AH, MAN NHENN A&EA FT AUAR. 2 hAk APgR:
Fees may be associated with this request.

A1780,: Swedish 7 +HNNCHT TAEAT HPEA AT+ DL T8 +ANT, MANLP RS APATITT ML ARART:
ATTNT 97 OANSP TL 8T €& AN T hI™9R H+mAT 9IH HR T NS FFF Nhtt L hAk:
ThFTPI HATRI® A2HINT TP TL LhYi1t @& AD-T HNt+ ATM-T £NAA AR:

Important: Swedish and affiliates no longer print or release patient social security numbers unless
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.
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At UNTFAT Adhtd F+7 hENETT ANLIPT TH, AN AOA HAe ANGF NHON mOSTL NIP&ETMm-
gAY e+ NN hE T30 NAIP HAKTT NTPHL Atk &FLL LUN AATH::

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.

Swedish Health Services %N+ AN ®ALFR GATT PATPI NLLR TOALT PFF 0L0P ML MPEEAE ANA

ANt TCALIPT +oINET MOTAIR APSAD-T/ALTON T
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 lingiistica.
Llame al (888) 311-9127 (Swedish Edmonds (888) 311-9178) (TTY: 711).

R WREFETC, BAMA DA SR G B P S CEIEE ARG, 52 (888) 311-9127 (Swedish
Edmonds (888) 311-9178) (TTY: 711).
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+AHAh® YH+OAT héA HIM TACKA MAN APLMN Al
PATIENT REQUEST FOR ACCESS TO DESIGNATED RECORD SET

g2 +Hhhag Hgo. DOB:
Patient's Name: DOB:

L AgR(MF) Hppar-: NaNn.:
Prior Name(s) Used: Phone:

GL +hhag A e A
Patient's Address:

N-ay. IHAT: _ HThe:
City: State: Zip Code:

TL +AhNdy A ODRA:
Patient's Email:

AMANCFRI® EHINHL TN HAOMT APAC: §NL AGA ANA TN HAMPA 1AL [ | @L N HAON +3NA, [ ]

Please disclose my records to: Myself at the address above D or the following recipient D
nge: REdA:

Name: Address:

h+ag- THA: HT he:

City: State: Zip Code:

Rl EALT: 4AN: AMRLA:

Phone: Fax: Email:

NANLFRI® @HINFL NHAOMN NL8AL: [ | MyChart [[Jaaeea [ ]ann [ Jo¢®+ [ ]4hn
Please send my records via: [ ] MyChart [ ] Email [ ] Disc [ ] Paper [ ] Fax

ANSF NNHI® HAOM RIAIA(1A+) AhFT:-
R'7 am requesting information from the following facility(s):

PATFAAT) @L T2 W3 N, AT°(T9F) HCHC AALA(NT) L T2 hd N, AI(T9%F) HCHE
nNPAM-T/ML
List Hospital(s) or Provider Name(s) AND/OR List Clinic(s) or Provider Name(s)
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9L OAFT KEAAL NN: nnN:
For the range of dates from: to:
HPAC HNbF 3t
Information to be disclosed:
[] F¢h7ANA mogy [[] hNhhges ooy hng
History & Physical Discharge Summary
[[] 92 ®mnht aN8N [] 92 Y72n+® A&A,
Operative Report Emergency Department
[] seaehth 7CF (Nt &+1F x-ray, EKG, etc.) [] 92 9°9mheR MNF0A L7CF £°N4
Diagnostic Report (lab, x-ray, EKG, etc.) Report Progress Notes
[] nak (IA%):- [[] HhAé2aa5% mimh
Other (specify): Last 2 years only

g0 AH, MAN NHENN NEAFT NUAD. 2AAK APIR: AR AL A HINT N MyChart T2N8E A2NAATT:
Fees may be associated with this request. Some records are unavailable to receive via MyChart.

78 +AHhag, h 9o OAT:
(A #m TEYF 10N NAEh 4.0

Patient Signature: (Print form and sign by hand) Date:

nge +mhA,: O0At:

Representative Name: Date:

T2 +mhA nF9e: goN +AHheg HAP

HIR L4

Representative Signature: Relation to Patient:

(TH, #MY, AH, T27F 2CHIR NAZRIR £ LA NANZTRIR ATHE N18F
ANthe)
(Print form and sign by hand. Please include supporting documentation.)
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