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PATIENT NAME
DATE OF BIRTH
I authorize__________________________________to use and/or disclose a copy of the
following health care information (check all that apply):
· All health care information in my medical record

· Health care information in my medical record relating to the following treatment or condition:  ___________________________________________________________________________

· Health care information in my medical record for the date(s): ___________________________

· Other (e.g., X-rays, bills), specify date(s): __________________________________________

I authorize you to disclose this health care information to:
Seattle Physical Therapy Solutions LLC

3221 Eastlake Avenue E, Suite 110,
Seattle WA 98102.

Phone: 206 641 7733 Fax: 206 641 3272

This information is released for the following purposes: (check all that apply):

· At my request

· Other (specify) 
This authorization expires _____________________________ (insert applicable date or event).
(NOTE:  This document does not permit disclosure of health care information created more than 90 days after the date it is signed.)

1. I understand that if the person or entity receiving the information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be disclosed and no longer protected by those regulations.  However, the recipient may be prohibited from disclosing substance abuse information under the Federal Substance Abuse Confidentiality Requirements.

2. I also understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, payment, or my eligibility for benefits.  I may inspect or copy any information to be used and/or disclosed under this authorization.

3. Finally, I understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken in reliance upon this authorization.  Submit the revocation of authorization to Jutta Schneider at 1820 12th Ave, Ste 101, Seattle, WA  98122, (206) 860-3746.
Signature of Patient or Personal Representative

Date



Print Patient’s Name

Signature of Patient or Personal Representative

Relationship to Patient

@ MoveMend


3221 Eastlake Avenue E


Suite 110,


Seattle WA 98102  


Phone: 206 641 7733 fax: 206 641 3272











AUTHORIZATION TO USE AND/OR DISCLOSE MEDICAL RECORDS











