Snohomish Naturopathic Clinic
1101 Ave D, suite D103 Snohomish, WA. 98290
Ph 360.568.2686 Fax 360.862.8016

Authorization to Release Medical Information
Patient: _______________________________________________ DOB: ________________ Phone #: _______________________
Address: ___________________________________________________________________________________________________
I authorize my medical records to be released to:
	                         
      To               
      From           
                          

	Snohomish Naturopathic Clinic 
1101 Ave D, suite D103
Snohomish, WA. 98290
Phone 360.568.2686  
Fax 360.862.8016
	                   
      To
      From 
	Clinic/Doctor:
Address:
Phone: 
Fax:
Spouse/parent:


I authorize the release of the following health information:
      All of my health information that my provider has in their possession including any mental or physical condition, treatment received and lab work on file. 
      Only the following records or type of health information ______________________________________________________
____________________________________________________________________________________________________________
I understand this authorization will stay in effect unless written instruction is provided saying otherwise. 
Signature: ______________________________________________ Relationship: __________________ Date: ________________  
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