Bellevue Dermatology Clinic

AUTHORIZATION TO USE, DISCLOSE, & RELEASE PROTECTED HEALTH INFORMATION to BDC

I authorize Bellevue Dermatology to use and disclose a copy of the specific health information described below regarding:

Patient’s Name: ____________________________________________ DOB: _______________

Patient’s Address: ____________________________________ Phone: ____________________

Please obtain information from:
Name of provider/Clinic/Organization: _____________________________________________

Address:  _______________________________City: _____________ State: _____ Zip: _______

Phone: ____________________________________________ Fax: _______________________

Please send information to:
Name of provider/Clinic/Organization:  Bellevue Dermatology Clinic

Address: 1810-116th Ave. NE   SUITE 100    City: Bellevue State: WA   Zip: 98004

[bookmark: _GoBack]Phone: (425) 455-2275 Fax: (425) 455-1511

For the range of dates from: __________________________ to: _________________________

Information to be disclosed: 

For information related to the following diagnosis: ____________________________________

____ All Dermatology related records including pathology

OR
· Visit notes					
· Pathology reports					
· Labs or Bloodwork
· Photos
· Operative reports

Unless revoked, this authorization expires in 180 days or on this date: _____________________

Terms:  This authorization, unless expressly limited by me in writing, will extend to all aspects of testing and/or treatment of sexually transmitted disease, AIDS, HIV infection, alcohol and/or drug abuse, mental health conditions or other sensitive information.

Patient Signature: _______________________________________	Date: ________________
