
Authorization for the Release of Medical Information  

SH-1006 Rev. 07/08/2022 

463 Tremont St W suite 200                   **PLEASE NOTE: A COPY FEE MAY BE CHARGED FOR MEDICAL RECORDS
Port Orchard, WA 98366 
PH: 360-876-2434  FX: 855-279-8640 

Patient Name:______________________________________ Date of Birth:________________________ 
Phone:  ___________________________________________ Phone:  _____________________________ 
Address: __________________________________________ City/State/Zip: _______________________ 

Above listed patient authorizes the following healthcare facility to make record disclosure: 

Facility Name: ______________________________________ Facility Phone: ______________________ 
Facility Address:_____________________________________ Facility Fax:_________________________ 
City, ST, Zip: ________________________________________ 

RESTRICTIONS: Only medical records originated through this healthcare facility will be copied unless otherwise requested. This 

authorization is valid only for the release of medical information dated prior to and including the date on this authorization unless other 
dates are specified.

This information may be disclosed and used by the following individual or organization: 

Release To: ________________________________________ Phone: ______________________ 
Street Address:______________________________________Fax:_________________________ 
City, ST, Zip: ________________________________________ 
MINORS AGE 13-17: A minor patient’s signature is required in order to release the following information: (1) conditions relating to the 
minors reproductive care including, but not limited to: contraception, pregnancy, and pregnancy termination, sterilization, and sexually 
transmitted diseases (age 14 and older), (2) alcohol and/or drug abuse (age 13 and older), and (3) mental health conditions (age 13 and 
older). 
I hereby consent to the release of the specified information relating to diagnosis, testing or treatment to the person or entity named above. I 
understand that such information cannot be released without my informed consent and that authorizing the disclosure of the health 
information is voluntary.   I understand that once the above information is disclosed, the information may not be protected by federal 
privacy laws and may potentially be re-disclosed by the recipient. I do not need to sign this form in order to assure treatment or payment. I 
acknowledge I have fully reviewed and understand the contents of this authorization form. My signature below indicates that I hereby agree 
to and authorize the release of patient health information to the above named person or organization. I understand I have the right to 
revoke or cancel this authorization, in writing, at any time. Authorization will expire in 90 days. 

X_____________________________________________________________  _______________________ 
Signature of Patient / Parent / Guardian or Authorized Representative   Date 

______________________________________________________________  _______________________ 
Printed name of Authorized Representative   Relationship to patient 

Type of information to disclose: Reason for disclosure:
___ All medical records  ___Transfer of care 
___ Last 2 years  ___Concurrent of care 
___ Other (please list below) ___Other (please list below) 
_______________________ ______________________ 
_______________________

I understand the information in my health record may include information relating to sexually transmitted disease, 

acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include 

information about behavioral or mental health services, and treatment for alcohol and drug abuse. 
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PATIENT RIGHTS AND IMPORTANT INFORMATION 
Please read all information and instructions below completing and signing the authorization form.  

CANCELLATION NOTICE 
According to the Uniform Health Information Act for the State of Washington, records shall be released within fifteen days 
after receipt of a signed, dated release form. Since records are usually handled within 2 – 3 days after receipt, Sound Health 
Care Center will not be held responsible for any release of medical information accomplished before receipt of a written notice 
of cancellation. Revocation takes place from the date of receipt of written request. 

Instructions for Canceling a Request:  
1. You must provide a written request to the SHCC asking for revocation/cancellation of the original record release. 
2. We need to have your complete name, date-of-birth, telephone number (home/work) and the name of the 
person/agency that you authorized to receive the medical information. Mail or bring this information to: Sound Health 
Care Center 463 Tremont St. W, St. 200, Port Orchard, WA 98366 
3. After receipt of the notice by our office, telephone confirmation will acknowledge your withdrawal of authorization. 
4. If the release has been accomplished, you will be notified by a representative of our staff. The release will be 
evoked for any further disclosure. 
5. If you have any questions concerning the cancellation process, call SHCC at 360-876-2434.   

MENTAL HEALTH INFORMATION 
State law (RCW 71.05.39) prohibits any further disclosure (re-disclosure) of mental health information without specific written 
consent of the person to whom the information pertains, or the parent or legal guardian of a minor child to whom it pertains, 
unless otherwise permitted by state law. A general authorization to release information is NOT sufficient for this purpose.  

DRUG AND ALCOHOL ABUSE INFORMATION 
Federal regulations (42 CFR Part 2) prohibit any further disclosure of this information except with specific written consent of 
the person to whom the information pertains or the parent or legal guardian of the minor child to whom it pertains (if the 
minor patient is 13 or older the minor patient’s signature is required), unless otherwise permitted by federal law. A general 
authorization for the release of information is NOT sufficient for this purpose. The Federal rules restrict any use of information 
to criminally investigate or prosecute any alcohol or drug abuse patient. 

SEXUALLY TRANSMITTED DISEASE INFORMATION 
State law prohibits any further disclosure of this information without specific written consent of the person to whom the 
information pertains, or the parent or legal guardian of the minor child to whom it pertains (if the minor patient is 14 or older 
the minor patient’s signature is required), unless otherwise permitted by state law. A general authorization to release 
information is NOT sufficient for this purpose. (See RCW 70.24 and WAC 246-100.) 

CONSENT OF A MINOR (RCW 70.96A.230, RCW 70.96A.235, RCW 70.96A.095) 
A minor patient’s signature is required on the patient signature line to release the following information only: 

1.  Conditions relating to reproductive care including, but not limited to , birth control and pregnancy-related services 
and sexually transmitted diseases, including HIV/AIDS (age 14 and older); and 
2.  Substance abuse diagnosis or treatment and mental health conditions (age 13 and older). 
A parent or legal guardian signature is required for the release of all other health care information for minors.  

PROHIBITION ON RE-DISCLOSURE OF HEALTH INFORMATION 
Federal and state prohibit re-disclosure of information concerning drugs and alcohol abuse treatment, sexually transmitted 
disease information or mental health information without the specific written consent of the person to whom the information 
pertains, or as otherwise permitted by law. A general authorization for the release of medical or other information is NOT 
sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any 
alcohol or drug abuse patient.  


