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CHELSEA D. UNRUH, M.D.                  
 	Office: 1701 4th Ave E Suite 100, Olympia, WA 98506                                            
Mailing: 120 State Ave NE #237, Olympia, WA 98501
	phone:  360-746-2013                                         
	fax: 	 360-746-2014
Patient Information:
Facility Use Only:
· Date Received: __________________
· Processed By: ___________________
Full Legal Name: _____________________________________________________________________
Preferred or Previous Name: ___________________________________________________________
Date of Birth: ______________________
Phone: ____________________________
Address: _____________________________
_____________________________________

Purpose of Release:
· Continuation of Care
· Personal Use

Information to be Released:
Specific Records Requested: (Please specify the type of records, e.g., 
· consult notes 
· lab results
· letters
· referrals
· other: _________________
Date Range of Records: (Please specify the dates of service)
From: ___________________ To: ___________________

Recipient Information:
· Fax to Clinic/Provider/Self:
Facility Name: _______________________________________________
Address: ____________________________________________________
Contact Person: ______________________________________________
Phone Number: ______________________________________________
Fax Number: _______________________________________________ (REQUIRED)
· Pick-Up at Unruhly Medicine ON 8/21/24 OR 8/28/24: (in person) must choose one of the below
· I (or my parent/guardian) will pick up the records
· I authorize ___________________________________ to pick up my records for me. (must show ID that matches name on this form)
Authorization: I, the undersigned, authorize the release of my medical records as specified above. I understand that I have the right to revoke this authorization at any time by providing written notice to the healthcare provider, except where action has already been taken based on this authorization. I understand that information disclosed as a result of this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal privacy regulations.
_________________________________________			___________________
		Patient Signature					   Date

_________________________________________			___________________
Guardian’s Signature (if patient is a minor)				   Date
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