Mt. Shuksan Family
Medicine and Dermatology

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Name: DOB: SSN:

BE EASED FROM:

Provider Name/Facility:

Address:
Phone#: Fax#
SEND INFORMATION TO:
Provider Name/Facility:
Address:
Phone#: Fax#
(o] D : ol

0 Most Recent (2 years) medical records
O All Medical Records
O specific Information (Please Specify):

U E OF CLOSURE: (chec e

D Transfer of Care D Personal D Insurance D Attorney

PATIENT AUTHORIZATION:
I understand that my records my contain information regarding the diagnosis or treatment of HIV/AIDS, sexually transmitted diseases, drug and/or
alcohol abuse, mental illness, or psychiatric treatment. 1 give my specific authorization for these records to be released.

**To EXCLUDE the following information from the records release (please initial)

Drug/Alcohol Abuse/Treatment — Sexually Transmitted Diseases HIV/AIDS Virus

MY RIGHTS;

Mental Health/Psychiatric Disorders

Signature: Date:
(Patient, Guardian, or Authorized Representative)

2101 Cornwall Ave, Suite 101, Bellingham, WA 98225
phone (360)647-1900 fax (360)647-1542



