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Medical Records Release Form

By signing this form, I authorize to release confidential health
information about me, by releasing a copy of my medical records,

or a summary or narrative of my protected health information, to

the physician (In Kwon Park, MD) office.

Name: DOB:

Signature: | Date:

In Kwon Park, MD (Internal Medicine, Infectious Diseases)
8730 S Tacoma way #104 Lakewood, WA 98499
P: (253) 212-3637 F: (253) 267-0153

11216 Sunrise Blvd. E, STE3-104 Puyallup, WA 98374
P: (253) 271-0384 F: (253) 271-7539
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HIPAA (L ZEE O]} & Qlof 2ot ) 7HQIE R B = 5|71
HIPAA Privacy Authorization Form

* % OIE I-IEE 0=|E.I- I:|| * 1 I- A ol = AI-E.I-O-" I:Hol- .H.I-l

AA

Authorization for Use or Disclosure of Protected Health Information
Required by the Health Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and 165)**

**1 S 7} ** Authorization

2ol S(5) S It Eolo| o8 HuE
of[ Al 021 %I' e T A % T 9' EE ‘| Fot |—| l:|' | authorize (healthcare provider)
to use and d/sc/ose the protected health /nformat/on described below to (individual

seeking the information).

**%2 {7} 7|2t ** Effective Period
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This authorization for release of information covers the period of healthcare from:
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I:l g7 | _ﬂ'&! O=Z gy past, present, and future periods.

**%3 G171 HQ|** Extent of Authorization
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I authorize the release of my complete health record (including records relating to mental healthcare,
communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse).
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I authorize the release of my complete health record with the exception of the following information:

I:l A L Mental health records

D HAH (HIv 2HH HAZEHS S Z 23S communicable diseases (including HIV and AIDS)
l:l Oel'_'?'_% %%/Qf% 'E."% x| = Alcohol/drug abuse treatment

I:l 7 | E|‘: Other (please specify):
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E_6;:‘:' jgl :I'I', = E‘” A LLT’:_‘;S:.F, = RO’” |I|'E|' M O:I S 9)\ = |—| El‘. This medical information may be
used by the person | authorize to receive this information for medical treatment or consultation, billing or
claims payment, or other purposes as | may direct.
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be in force and effect until (date or event), at which time this authorization expires.
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70:i f= tél'l HadH Oﬂ kl X | 9' = |—| I:|' I understand that | have the right to revoke this

authorization, in writing, at any time. | understand that a revocation is not effective to the extent that any
person or entity has already acted in reliance on my authorization or if my authorization was obtained as a
condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.
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%45 LICE. 1 understand that my treatment, payment, enrollment, or eligibility for benefits will not be

conditioned on whether I sign this authorization.

8. 2tAtz2 o ol JE = o8 E 5 Ofgiof M X E AFE &2 S7HE o
7185 e +EAA (o 2 HE S 22 HE2 EH) M=K _'7HEII'_

o:“:”'/jQ o—r TE‘I E‘&IE§E |:||-x| _L|'AE T 9;[% ||:|'.lunderstandthat
may be

information used or disclosed pursuant to this authorization
longer be protected by federal or state law.

disclosed by the recipient and may no
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representative and his or her relationship to patient

'éI'W' Date



AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Name of Patient

Address

Phone Number E-mail

Date of Birth

Name of Guardian or Legal Representative

Relationship with a patient

Address

Phone Number E-mail

| hereby authorize the In Kwon Park, MD PLLC to receive all health information about me following the
HIPAA Privacy Rules and Joint Commissions Requirements.

FROM: Name of Previous Primary Care / PCP

Street Address
City State Zip Code
Phone Number Fax Number

Type of Information Requested:

O Laboratory Results [JImaging Study Results Oprogress Notes [ Consultation Notes
O pT1/0T records

O Hospital Admission History and Physicals |:|Hospital Discharge Notes [ Entire medical records

Duration: Past[J1vyear [J2 years |:|3years |:|4years |:|5years DEntireperiodsavaiIabIe

The following person/organization is hereby authorized to receive my entire medical record, treatment
record and diagnostic record to the following person or organization:

TO: Person/Organization to Receive Information

IN KWON PARK, MD PLLC

Street Address Return Fax (253) 267-0153
8730 S Tacoma way #104
Lakewood, WA 98499 Phone (253) 212-3637

Patient’s or Legal Guardian/Representative’s Signature Date
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