
 
AUTHORIZATION FOR RELEASE OF HEALTH CARE INFORMATION REQUEST FOR RECORDS 

 

Patient Name: _______________________________________________ Date of Birth: _________________________  

  

Patient Previous Name: _________________________________  Phone Number: (      ) ___________________  

 

I request and authorize the release of my health care information TO:    

  

Name of Medical Office: ______________________________________________________________________________  

  

Address: ___________________________________________________________________________________________  

  

City, State: _________________________________________________ Zip: ____________________________________  

  

Phone: ____________________________________________________ Fax: ____________________________________  

I request and authorize the release of my health care information From: Northwest Gastroenterology & Endoscopy   

            3111 Woburn St, Ste 201 

                         Bellingham, WA 98226 

            Phone: (360) 734-1420 Fax: (360) 734-8748 

     
       Last Office Visit Note            Labs and/or imaging results               Other _________________________________  

__________________________________________________________________________________________________  

I understand that, as set forth in NWG/E’s Privacy Notice, I have the right to revoke this authorization, in writing, at any 

time by sending written notification to: Northwest Gastroenterology & Endoscopy  

                                                                      Attn: Privacy Officer  
                                                                      3111 Woburn St, Ste 201  
                                                                      Bellingham, WA 98226  
I understand that until a revocation is in effect, NWG/E has relied on the existing authorization to use or disclose the 
protected health information.  
I understand that once health care information is disclosed, the person or organization that receives it may re-disclose it. 

Privacy Laws may no longer protect it.  

This authorization shall be in force and effect for one year from signed date, unless revoked earlier. 

 
  

________________________________________________________  __________________________  
Signature of Patient or Personal Representative         Date  

_______________________________________________________________  __________________________  
Name of Patient or Personal Representative         Date  

  
________________________________________________________    
Description of Personal Representative’s Authority        
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Information to be released:              
  
            Last   Colonoscopy/Endoscopy as well as associated Pathology Results    
                                  


