
 

AUTHORIZATION TO REQUEST HEALTHCARE INFORMATION 

 Pa�ent Name: ____________________________ DOB: ___/____/____   

I request and authorize the physician/prac�ce below to release my healthcare informa�on to 
First Medical Associates.  

Prac�ce/Physician’s name: ______________________________________________________  

Phone: __________________________________ Fax: ________________________________  

Address: ____________________________________________________________________  

City: _______________________________ State: ________________ Zip code: ___________    

This request and authoriza�on applies to:  

All healthcare informa�on  

Healthcare informa�on rela�ng to the following treatment, condi�on or dates: 
_________________________________________________________________   

Other: ___________________________________________________________   

I authorize the release of my STD, HIV/AIDS results, whether they are nega�ve or 
posi�ve, to the person/prac�ce listed above.  

I authorize the release of any records regarding drug, alcohol, or mental health 
treatment to the person/prac�ce listed above. 

Defini�on: Sexually Transmited Diseases (STD) as defined by law, RCW 70.24 et seq, including herpes, herpes simplex, human 
papillomavirus, wart, genital wart, condyloma, Chlamydia, nonspecific urethri�s, syphilis, VDRL, lymphogranuloma venereum, HIV, 
AIDS & gonorrhea.   

   Signature: _______________________________ Date: _____________________    

If younger than 18, parent/guardian must sign   This authoriza�on expires one year a�er it is signed and may 
be revoked by pa�ent at any �me. 

 


