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Authorization to Use or Disclose Health Care Information


Patient name: ________________________________ Date of birth: __________

Previous name: _______________________________


My authorization, dated: ___________________

Disclose information to:

Name (or title) and organization: ___________________________________

Address: _____________________________________________________ 

City: ____________________________________ State: ____ Zip: _______

I understand that this request does not apply to any uses or disclosures:
• Before the practice/health care facility gets this authorization, or
• Allowed or required by law.







Patient or legally authorized individual signature	Date                             Time




Printed name if signed on behalf of the patient 	Relationship
	(parent, legal guardian, personal representative)







Vantage Physicians
3703 Ensign Road Suite 10A, Olympia, WA 98506
360.438.1161 / Fax: 360.438.6690
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