Carolyn | Hale, M.D 5900 Inland Shores Way, Suite 202
Dermatology Physician and Surgeon Keizer, Oregon 97303
Joel James, PA-C Phone (503)-463-6799

Fax (503)-463-6771

AUTHORIZATION TO DISCLOSE MEDICAL RECORDS

This authorization must be written and signed leyghtient or by a person authorized by law to ¢ne authorization.

| authorize to release a copy of the medical irdtion
Name of Hospital ceatth Care Provider

For to

Name of Patient Nammnd Address of Recipient

The information will be used on my behalf for tlildwing purpose(s)

By initialing the space(s) below, | specifically authorize the rel ease the following medical records, if such records exist.

__ Al hospital records (including nursing red®and progress notes) _ Most recent five yistori
______Transcribed hospital records ______ Clinical office chart notes
______Medical records needed for continuity of care ____ Dental records

______ Laboratory reports ______ Physical therapy records

_______Pathology reports ______ Billing statements

______ Diagnostic imaging reports ______ Other

Please send the entire medical record (altrimdtion) to the above named recipient. The rentpi@derstands this
record may be voluminous and agrees to pay albredde charges associated with providing this kcor
HIV-AIDS related records (must be initialecb®included in other documents.)

Mental health information (must be initialedbe included in other documents.)

Genetic testing information (must be initialedbe included in other documents.)

Drug-Alcohol diagnosis, treatment or refemédrmation as listed on back. (Federal Regulat#shCFR part 2,

requires a description of how much and what kinthfafrmation is to be disclosed. Provide a spedaiBscription of
information on the reverse of this form.)

This authorization is limited to the followitrgatment:

This authorization is limited to the followitigne period:
This authorization is limited to workers’ qoenmsation claim for injuries of:
Date

This authorization may be revoked at any time. dilg exception is when action has been taken iameé of the
authorization. Unless revoked earlier, this conselhiexpire 180 days from the date of signing bals remain in effect for
the period reasonable needed to complete the reques

Date Signature ofipat or person authorized by law



