SOUTHWEST
WASHINGTON
MEDICAL CENTER

INSTRUCTIONS

TO FILL OUT A REQUEST TO TRANSFER
YOUR MEDICAL RECORDS

1. Print out the blank request form.
2. Read and fill out the form completely.
List dates of visits as closely as you can.
3. Sign and date the form.
4. Include a note with your name and a phone number where we can reach you.
5. Mail or fax the form to:
Health Information Services
Southwest Washington Medical Center

Po Box 1600
Vancouver, WA 98668

FAX: 1-360-514-3362
PHONE: 1-360-514-2020-call with questions

Please allow five (5) working days to process a request.
You will be told if there is a charge.
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THIS IS TO AUTHORIZE THE RELEASE OF INFORMATION REGARDING THE ABOVE NAMED PATIENT.
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SOUTHWEST WASHINGTON MEDICAL CENTER
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Informabon neades for:
Data(s) of visil(s):
information requestad:

I specifically authorize the refease of information pertaining fo pspu]‘alaﬁ'l': history, drueg andior sdoobel abise, HIVAIDS and
sexually fransmilied disesses if sirch is 2 part of the medica recordl

X
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Fesponsible Person f Relationship if other than Patient

This consent ds valid for 90 days frowm the date of signefure. Once health care information is disclosed, the person or
organizziicn that recedves it mey re-disclose it and privecy laws may mo fonger profect it.  This authorization may be revoked i
wriling. I revoked it would not affec! any achions already faken by SWIWC based wpon this authorization. Revoking this
authorization will not affect your ability to recelve frealment
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