Effective Date 01-01-03


CompassDirect Healthcare
AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

Date:​​​​_​​​​​​​​____________


Patient Name: _______



​​​     Date of Birth:
____________
Previous Name(s):________________________________________________________






Release Information From:
CompassDirect Healthcare

100 W 3rd Ave

Ellensburg, WA 98296
509-388-2345
Release Information To:
Clinic/Physician:____________________________________________________________

Address:​​​​​​​​​​​​​​___________________________________________________________________

Phone: _____________________________ Fax: ​___________________________________

I, 




, hereby authorize CompassDirect Healthcare, to release medical records, including laboratory results, radiology results, medications, hospital notes, office notes, and treatment plans. I understand that this authorization will expire in 30 days, and that it may be revoked at any time in writing. I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient or third parties and no longer protected by the HIPAA privacy rule.
Information to release: 

· All records past two years 

· All records 

· Other, please specify: _______________________________​​​_____

Purpose of Disclosure (Circle One):       Attorney    Insurance    Doctor   Personal   Transfer
I acknowledge that my records may include sensitive material.  Therefore, I request that the following records be included (initial by categories to be included in records provided):

	​___Substance Abuse
	___AIDS/HIV/STDs
	___Psychological/Psychiatric

      Conditions
	___Genetic Testing


Signature of Patient or Legal Guardian
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