3600

SWEDISH

Patient Identification Sticker

BEBKEFRIERICRE
PATIENT REQUEST FOR ACCESS TO DESIGNATED RECORD SET (SIMPLIFIED CHINESE)

FERLSHE, Swedish Health Services R EMBH TG B HFICMICRMBEEIZRE A AGFEH. &
TREBIEK, BNREAESEZEEENABIEELXIZRNEIR.

In some areas, Swedish Health Services and affiliates may store patient clinic records separately from
patient hospital records. We would be glad to fax a copy of this form to other facilities upon request.
WERIFRE LTEARE, BRAIISEMT.

You may attach an additional page if more room is needed than provided on the request form.

HRHZRBBEXZEUATE— R, RERNRTEEZIPENEAS

A3}

Please submit this form to one of these locations, depending on where you received care:

Swedish Medical Center Swedish Medical Group

Release of Information
B8/ Phone: (206)320-3025

{RE/ Fax: (478)238-9436
FB B/ Email :

smgroi-wa@cioxhealth.com

747 Broadway, Seattle, WA 98122
3%/ Phone: (206) 320-3850
f£E/Fax: (206)320-2626
EE MR/ Email: ROI@swedish.org

REAERTREE B

Fees may be associated with this request.

EE(ES: swedish REMBIGTBITNRLHABENHLERS, RECEFAKENES.

BZ, HteRRSAREETETFERNEEGEEPY. EHRIEFNIERPARESENTESRIES.
Important: Swedish and affiliates no longer print or release patient social security numbers unless
required for billing. However, social security numbers may be included in patient records that are

more than a few years old. The records you are requesting may include your social security
number.

A, EESR, ERMEINELLE TEFEE LREE (ERBUEEHIRBGEEA) mAIEEM
EERE
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Aty HEGR, ERMEMELETERE LR ES (EHIRBUEESIRBEEEA) mABE{]
EERE

The facility, its employees, officers and physicians are hereby released from any legal responsibility
or liability for disclosure of the above information to the extent indicated and authorized herein.
The facility, its employees, officers and physicians are hereby released from any legal responsibility
or liability for disclosure of the above information to the extent indicated and authorized herein.

Swedish Health Services R i B MAERBRITRIFUERIPASE MR, Bk, EFE. Mal. Fidsik
R T B T AR

Swedish Health Services and its Affiliates do not discriminate on the basis of race, color, national
origin, sex, age, or disability in their health programs and activities.

ATTENTION: If you do not speak English, you have at your disposal free language assistance
services. Call (888) 311-9127 (Swedish Edmonds (888) 311-9178) (TTY: 711).

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al (888) 311-9127 (Swedish Edmonds (888) 311-9178) (TTY: 711).

AR MREEP, HATULEREEREPCEZRTS, 75 E (888)311-9127 (Swedish
Edmonds (888) 311-9178) (TTY: 711).
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BEFREFIIEEICRE
PATIENT REQUEST FOR ACCESS TO DESIGNATED RECORD SET (CHINESE-SIMPLIFIED)
BEUR: 4 HEA:
Patient's Name: DOB:
LHE: Hig:
Prior Name(s) Used: Phone:
e opuhil
Patient's Address:
W Me _ EREUREE:
City: State: Zip Code:
BEEH
Patient's Email:
EEANNIEREES: AABSTF Liktbnt [] S T []
Please disclose my records to: Myself at the address above | | or the following recipient [_]
W& Mk :
Name: Address:
TR E s ITR
City: State: Zip Code:
FiE: ZE: R 4R AL -
Phone: Fax: Email:
HBRTUATARAERARICE: [ IMyChart [ ]Jm@s [ |pisc [ J#EME [ |#EHE
Please send my records via: [ IMyChart [ ]JEmail [ _]Disc [ ] Paper [ ] Fax

FANEERTFHARKER:

I am requesting information from the following facility(s):

HIH ErRR S AR F iR AR /3% ST AR SR A R R
List Hospital(s) or Provider Name(s) AND/OR List Clinic(s) or Provider Name(s)
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Operative Report
[]istmRe (B, XSk, EKG %)
Diagnostic Report (lab, x-ray, EKG, etc.)
C&8E GEmige)

{55 P HLEAM - 2
For the range of dates from: to:
R ENER:
Information to be disclosed:
[ ] mese st R [] HrtHE
History & Physical Discharge Summary
[] FAEE &

Emergency Department
(] wmesii2ins
Report Progress Notes

[ g xmeE

Other (specify):

Last 2 years only

REAKEKATREERM. B2IERIEET MyChart 32U,

Fees may be associated with this request. Some records are unavailable to receive via MyChart.

BEXR: HER:
(EBEHFHES) Date:

Patient Signature: (Print form and sign by hand)

KRR HER:

Representative Name: Date:

REER: 588X A:

Representative Signature:

Relation to Patient:

(E#BEHFHER. BHEMRH. )

(Print form and sign by hand. Please include supporting documentation.)
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