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Authorization to Disclose Medical Information

It is our policy at Northwest Women’s Care not to disclose any information to individuals other than the patient, unless we have obtained written consent from the patient. Please read the information below very carefully. If you need assistance completing this form, please do not hesitate to ask. 
I authorize Northwest Women’s Care and their staff to leave messages regarding lab results and any medical information pertaining to my care by the following method(s) if listed. I assume responsibility to notify Northwest Women’s Care whenever this information changes. 
______Northwest Women’s Care may leave a voicemail on the following number listed:
Phone________________________________
______Northwest Women’s Care may send an email regarding lab results or medical information to:
Email_________________________________
______Northwest Women’s Care may send letters via US mail regarding lab results and medical information to the following address:
Address___________________________________________ City_______________________

State ________ Zip___________
______I DECLINE to receive medical information in any form other than a phone call and/or the patient portal

Please remember with the user name and password that was created for you, you may access your test results through the patient portal. If your results do not appear within 10 business days and you have not heard from us, please contact our office. 
If you would like to have medical information disclosed to someone other than yourself, please complete the following: 
Name: _______________________________
Relationship_____________________________
Name: _______________________________
Relationship ____________________________
______Do NOT disclose my medical information to anyone other than myself
Patient Signature ______________________________________________
Date __________________
