Northwest Eye Care Professionals

Dr. John Reski * Dr. Bruce Wojciechowski * Dr. Rachel Jorgensen * Dr. Julia Sirianni * Dr. Macson Lee * Dr. Elizabeth Powers * Dr. Kevin Dittlinger

1401 S.E 164™ ave Suite 100 15259 SE 82"¢ Dr. suite101 10970 SW Barnes Rd. 5880 NE Cornell #B
Vancouver, WA 98683 Clackamas, OR 97015 Beaverton, OR 97225 Hillsboro, OR 97124
Ph: (360)546-2046 Ph: (503)657-0321 Ph: (503)214-1396 Ph: (503) 905-2828
Fx: (360)574-5576 Fx: (503)657-7066 Fx: (503)469-0766 Fx: (503) 905-2829

Authorization to release Medical Information:

Last Name: First: MI:
DOB: Phone number:
Address: State Zip code:
At my request, | authorize: To make disclosure to:
Practice name: Practice name:
Address: Address:
Phone: Fax: Phone: Fax:

Specifically, | authorize the use or disclosure of the following information: (please initial)

_____ Complete record ____VTchart notes
______ Chart notes ____ Other
_____ Diagnostic Records ____ Other
Please list specific dates: or All records

If my records contain the following information, it is also released if CHECKED in boxes below:
HIV/AIDS information Mental health information Genetic testing information Drug/Alcohol information

Statement of understanding:

® Information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected by
federal law.

® | understand and acknowledge that this authorization extends to use and/or disclosure from my medical records which may include
treatment for physical and mental illness, alcohol and/or drug abuse, and/or AIDS, and/or may include results of an HIV test or the fact
that an HIV test was performed.

®  You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain treatment or payment or your eligibility
for benefits.

®  This authorization is valid for 180 days, unless otherwise revoked by written notice. This does not apply to information already used or
disclosed in response to this authorization.

®  You may inspect or copy the protected health information to be disclosed or used under this authorization.

Signature of Patient/Personal Representative:

Relationship to Patient: Date:




