
Authorization To Release/Obtain/Exchange Patient Health Information 

You may be able to download recent medical records from MyChart without filling out this form. For information and instructions, go to 
seattlechildrens.org/patients-families/mychart .To request records not available via MyChart there is an electronic form you can complete within 
MyChart as an alternative to this paper form. To avoid delays, complete all sections in full, then sign, date, and submit to one of the options 
below. See page 2 for more information on how to complete this form. 

Patient Name: 
(Legal Name) Date of Birth: ___ / ___ / __ _

Last First Middle 

Other Names Used: ____________________ _ 
(if applicable) 

Month Day Year 

I authorize: □ Seattle Children's Hospital and Odessa Brown Children's Clinic Seattle Children's Primary Care Group (SCPCG) 
D Richmond Pediatrics D Universit Place Pediatrics 

Note: The Health Information Integrity Department (HII) does not share patient information over the phone. 
To: D Release To D Obtain From D Verbally communicate (with the person/entity named below) 

Organization/Recipient/Person_______________________ Attention: ____________ _ 

Address: __________________ City: ________ State: _____ Zip Code: ____ _ 

Fax#:( __ ) _______ Email: __________________ _ 
(required for CD and electronic delivery) 

Delivery method: Paper copies will be mailed to the recipient unless another format is checked: 
□ Compact disc (CD) □ Emailed □ MyChart (active account required)

Purpose(s) of your request: □ Continuing Care D Personal Use D Legal D Insurance D School D Disability
D Other (please provide details): _________________________________ _
Records for dates: 
From To 

Month/Year Month/Year 

Select type(s) of information that may be released: 
D Clinic notes D Immunizations 
D Inpatient hospital stay D Educational records 
□ Emergency department □ School care plan
□ Lab/pathology/radiology reports □ Billing recordsIf no date specified, a summary of the last one (1) year 

of clinical documentation will be released. See page 2 
for more details. 

D Operative/procedure notes D Other (please provide details) 
D Psychiatric summary/care plan 

Radiology images for dates: 
□ Check box if dates are the same as above

Select delivery method of radiology images: (see page 2 for more information) 
D MyChart (active account acquired) 

To D Nuance PowerShare Imaging Portal (available for patient and/or legal representative) 
D CD by mail (USPS) 

Month/Year Month/Year □ CD pick up in person (select location): □ Main Campus (Seattle) □ Bellevue □ North Clinic (Everett)

I understand that: 
• Signing this release of health information is voluntary. I do not need to sign this form for treatment or payment.
• Any disclosure of information has the potential for further release or distribution by the recipient that may not be protected by confidentiality laws.

. • I can cancel this authorization at any time by informing HII in writing. I understand that once the information has been released according to the terms of 
this authorization, the information cannot be recalled. See revocation section on page 2 for more information. 

This authorization expires one (1) year from the date signed unless another date or event is indicated here: 
Exception: if patient information is to be released to an employer or financial institution, this authorization is only valid for 90 days from the date signed. 

A minor (age 13-17) patient's signature is required below to release the following information: reproductive health services and sexually 
transmitted infections including HIV/AIDS (age 14 and older), behavioral health services (mental health and substance use) (age 13 and older). 
Certain substance use service records may require a separate authorization form per federal law; please visit 
seattlechildrens.org/clinics/health-info-management . 

Note: If this section is not completed, records of this type (if they exist), will not be released. 

I specifically authorize Seattle Children's to release health information checked below: 

□ Reproductive health □ Sexually transmitted infections (incl. HIV/AIDS) □ Mental health □ Substance use

Signature of Minor (Age 13-17) or Adult (Age 18+) Patient Printed Name (Legal Name) Date Signed 

Signature of Patient or *Legal Representative Printed Name Relationship to Patient 

Phone Number Date Signed 

Note: Patient must sign if 18 years ( +) of age OR is an emancipated minor. *If someone other than Legal Representative signs, legal documentation of 
their authority must be provided 
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Patient Identification - Write in or attach patient label 

Name: 

MRN#: 

CSN# 

Age/Sex & Gender: 
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