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4033 Talbot Rd S, Suite 200 
Renton, WA 98055 
Phone: (425) 271-5437 
Fax: (425) 656-4212 

Renton Pediatric Associates, PS 

www.RentonPediatrics.com 

24837 104th Ave SE, Suite 102 
Kent, WA 98030 
Phone: (253) 854-1300  
Fax: (253) 854-1307 

 

Authorization to Release Patient Health Information 
Patient 
   
Patient’s Name (last, first, middle)  Patient’s date of birth (month, day, year) 
 

I authorize the following organization to release information as stated below from the patient health information record. 

Information to be Released From: Information to be Released To: 
 Renton Pediatric Associates, PS or 

  
 Organization or individual 

  

 Street Address City, State and Zip Code 

  

 Phone number Fax number or e-mail 
 

 Renton Pediatric Associates, PS or 

  
 Organization or individual 

  

 Street Address City, State and Zip Code 

  

 Phone number Fax number 
 

 
Information to be Released 
 All healthcare information in the patient’s record  Immunization records 
 Medical records from  (month, day, year) to  (month, day, year) 

 Itemized billing statement, including CPT and ICD-9 coding, dated  (month, day, year) 

 Other:  
 

 
Purpose of Release 
 Transfer to another provider  Legal  Coordination with school  Copies for own use 
 Other:  
 

 
Authorization for General Release of Information 
I understand that: 

• Authorizing the disclosure of this healthcare information is voluntary. I do not need to sign this form in order to assure treatment or payment. 
• I can cancel this authorization at any time by writing to Renton Pediatric Associates, PS. I understand that once the information has been 

released according to the terms of this authorization, the information cannot be recalled. 
• Any disclosure of information carries with it the potential for further release or distribution by the recipient that may not be protected by 

confidentiality laws. 
• This authorization will expire 90 days from the date signed below. 
• In accordance to Washington State Department of Health, Renton Pediatric Associates has the right to charge for copying medical records. 

The fees set by the State are $23 for clerical fees, $1.02 for each page up to 30 pages and $0.78 for each additional page. 

Sensitive Records may require specific patient authorization. Please check the applicable boxes below to request the 
following records: 

 Mental Health Treatment  Sexually Transmitted Diseases  AIDS/HIV Treatment  Alcohol/Drug Abuse Treatment 
 

 
Signature of Patient or Legal Representative 
   
Signature of patient or legal representative  Date (month, day, year) 
   
Print name  Relationship to patient 
 

 
Signature of Minor Patient Required for the Following Records 
A minor patient’s signature is required to release the following information: 1) Information related to reproductive care 
such as birth control, pregnancy-related services and Sexually Transmitted Diseases, including HIV/AIDS (age 14 and 
older); 2) Substance abuse and mental health treatment (age 13 and older). 
   
Signature of minor patient  Date (month, day, year) 
 



Authorization to Release Patient Health Information Page 2 

This authorization is not valid to release future health care to an employer or financial institution more than 90 days from 
the date signed (except for payment purposes). 

Information Protected By State / Federal Law 
Release of mental health [RCW 71.05], alcohol and drug abuse [RCW 70.96A; 42 C.F.R Part 2], sexually transmitted 
diseases, including HIV/AIDS [RCW 70.24], and certain minor treatment records may require specific patient 
authorization. 

Information on Drug or Alcohol Abuse Treatment 
Federal regulations [42 C.F.R. Part 2], where applicable, may prohibit disclosure of this information except with specific 
written consent of the person to whom the information pertains or the parent or legal guardian of a minor child to whom it 
pertains, unless otherwise permitted by federal and state law. A general authorization for the release of information is 
NOT sufficient for this purpose. This consent is subject to revocation at any time except to the extent that the provider that 
is to make the disclosure has already taken action in reliance on it. The Federal rules restrict any use of information to 
criminally investigate or prosecute any alcohol or drug abuse patient and establish fines for violation any provision of the 
law. 

Mental Health Treatment Information 
Where applicable, state law may prohibit any further disclosure of mental health treatment information without specific 
written consent of the person to whom the information pertains, or the parent or legal guardian or a minor child to whom it 
pertains, unless otherwise permitted by state law. A general authorization to release information is NOT sufficient for this 
purpose. [RCW 71.05.390] 

Sexually Transmitted Disease Information (includes HIV / AIDS) 
State law prohibits any further disclosure of sexually transmitted disease information without specific written consent of 
the person, to whom the information pertains, or the parent or legal guardian of a minor child to whom it pertains, unless 
otherwise permitted by state law. A general authorization is NOT sufficient for this purpose. Any violation of the law is a 
gross misdemeanor and may lead to the imposition of fines. [RCW 70.24.105; WAC 246-101-320] 

Consent of Minor 
Where a minor has the right to consent to medical treatment, he or she also has the right to control information related to 
that treatment. A competent minor patient’s signature may be required to release information related to: 1) reproductive 
care including, but not limited to, birth control [RCW 9.02.100(1)] and pregnancy-related services [State v. Koome, 84 
Wn.2d 901]; 2) testing or treatment for HIV/AIDS and other sexually transmitted diseases for patients age 14 and above 
[RCW 70.24.110]; 3) outpatient alcohol and drug abuse treatment for patients age 13 and above [RCW 70.96A.095]; and 
4) Mental health treatment for patients age 13 and above. [RCW 71.34.500; RCW 71.34.530] 

Authorized Personal Representative for Patients Not Competent 
A personal representative is an individual who may act on behalf of a patient when the patient lacks decision-making 
capacity to make health care treatment decisions. The personal representative may need legal documentation to 
demonstrate authority to sign for the patient. A member of one of the following classes of persons may sign for an adult 
patient who lacks capacity to consent, in the following order of priority: (a) the appointed guardian of the patient, if any; (b) 
the individual, if any, to whom the patient has given a durable power of attorney that includes the authority to make health 
care decisions; (c) the patient's spouse; (d) children of the patient who are at least eighteen years of age, if unanimous; 
(e) parents of the patient, if unanimous; and (f) adult brothers and sisters of the patient, if unanimous. If a person is not 
available in a given class to provide authority regarding health care decisions, then a person (or group of persons acting 
as one) must be found in the next successive class. [RCW 7.70.065(1)] 

Authorized Personal Representative for Minors 
A member of one of the following classes of persons may sign for a minor patient in the following order of priority: (a) the 
appointed guardian; (b) a person appointed by the court to consent to medical care for a child in out of home placement 
pursuant to RCW 13.32A or RCW 13.34; (c) parents; (d) an individual to whom a parent has given a signed authorization 
to make health care decisions for the child; and (e) an adult representing him or herself as responsible for the health care 
of the minor (a health care provider may, at its discretion, require documentation of this person’s claimed status). [RCW 
7.70.065(2)] 
Note: Under state law each parent has full and equal access to the health care records of their child absent a court order 
to the contrary. Neither parent may veto the access requested by the other parent. [RCW 26.09.225] 
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