Personal Health Information Release Form

Please complete this form in its entirety. This release is not valid if it does not contain the member’s original signature and date signed or if it has expired as described below. This form will replace any that were previously submitted. Only those people listed on this form will have information released to them.

I hereby authorize: 
PUGET SOUND HAND THERAPY & STRUCTURAL MEDICINE



1818 SOUTH UNION AVE




SUITE 1-B




TACOMA, WA 98405-1953

To disclose my personal health information from my Electronic Medical chart and health records. I understand that this is protected health information.

Name: _______________________________________________________________________________

Last, 




First            MI

Address: _______________________________________________________________________________

Street, 




City,  
 State
 
Zip

Birth date: _____/_____/_____ Telephone: ________________________

Member ID: ____________________________ or SSN: ________________________

This information is to be disclosed to (please print the name of the person or agency you want to be able to receive information):

Name: _______________________________________________________________________________

Last, 




First            MI

Address: _______________________________________________________________________________

Street, 




City,
 State

 Zip

Telephone: ________________________

Covering the periods: From: ____/____/____ To: ____/____/____

(If “To” is left blank, it is assumed to be an opened ended release.)

This information is NOT to be disclosed to (please print the name of the person or agency you want to be able to receive information):

Name / INSURANCE PLAN:________________________________________________________________________

Last, 




First           

 MI

Address: _______________________________________________________________________________

Street, 




City,
 State

 Zip

Telephone: ________________________

Covering the periods: From: ____/____/____ To: ____/____/____

(If “To” is left blank, it is assumed to be an opened ended release.)

Affirmation of Release:

I give PUGET SOUND HAND THERAPY & STRUCTURAL MEDICINE, LLC, permission to release my ELECTRONIC MEDICAL CHART and health information to the individual or agency I have named. I understand that this release is valid from the date I sign it and I may revoke this authorization at any time and PUGET SOUND HAND THERAPY & STRUCTURAL MEDICINE, LLC, is not responsible for any disclosure of the information by the recipient. The revocation will take effect on the day it is received in writing.

________________________________________________________ 
_____/_____/_____

Signature of the Member





 Date Signed

If you have any questions regarding this form, please feel free to call our billing manager at 877-669-6927.
