
RECORDS REQUEST 
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION 

 
 
Patient Name:___________________________________________________________   
                          First Middle Initial Last    
 
Birthdate:_________________   Phone:______________________________________ 
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Information to be released from: 

Dr._______________________________  Agency________________________________ 

Street_________________________ City_________________ State_____ Zip_________ 

Phone (         )__________________________  Fax (         )__________________________ 

 

9 
Please mail or fax a copy of my records to: 

Highland Springs Wellness Center 
1061 E. Main Street, Suite 204 
Grass Valley, CA 95945 Phone: 530-274-2274 Fax: 530-274-255
s required by the Privacy Regulations, Highland Springs Wellness may not use or disclose 
y protected health information without my authorization except as provided in the Notice 
f Privacy Practices. 

urpose of Release: _____Consultation     _____Patient Request   _____Second Opinion  

nformation to be released: _____All Records  _____Lab Results _____X-Ray Reports 

_____Diagnosis    _____Last Chart Notes   
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