Medical Records Release Request

Please send records to:

Urban Wellness Group

4900 SE Division St.

Portland, OR 97206

TEL: 503-445-9771   FAX: 503-445-9772

Physician Requesting Records From:________________________________________________

Street Address:___________________________________________________________

City:____________________________ State:_______  Zip Code:__________________

Telephone:______________________________________

Fax:___________________________________________

Dear Physician:

Kindly release diagnosis along with either a synopsis of medical history or a copy of medical records. Information regarding psychological history, HIV status or drug and alcohol treatment is also requested and authorized by the patient whose signature is below.

This authorization is limited to the following treatment:__________________________________

By initialing the spaces below, I specifically authorize the release of the following medical records, if such records exist:

_________   Labs, diagnostic reports, and imaging studies.
_________   Records developed from _____________  to  ______________.

_________   Other:_____________________________________________.

______This authorization is limited to a worker’s compensation claim for injuries for the 

                                      following date: _____________________________.

Patient’s Name:______________________________________  Date of Birth:_________________

Patient SSN:_________________________________________

Street Address:_______________________________________

City____________________________ State:_______ Zip Code:__________________

Telephone:_____________________________________

This authorization may be revoked at any time. Unless revoked earlier, this consent will expire 180 days from the date of signing or shall remain in effect for the period reasonably needed to complete the request.

________________      ______________________________________________________________
Date 
Signature of Patient

________________      ______________________________________________________________

Date
Signature of person authorized by law

