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 Fire/ Ambulance Department
Station 11-1 – 200 S 12th Avenue
Station 11-2 – 170 N Wilbur Avenue
Walla Walla, WA 99362
Phone (509) 524-4606


 AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION
Please fax the request to (509) 524-7906 or e-mail it to emsprivacy@wallawallawa.gov





Please Print Patient Name: _____________________________________________________________________________________ 



Date of Birth of Patient:  ___________ / ____________ /_________




Approximate Date(s) of Call/Treatment: ____________________________________________________________________

I request and hereby authorize The City of Walla Walla – Fire/Ambulance Department to release the following medical information:

 Ambulance care report  
 Ambulance Bills

Where do records need to go?
   





_____________________________________________________________________________________________	      _____________________________________________
  Please Print the Name of the Individual or Agency Requesting the Records                                   Phone Number
 




_________________________________________________________________________________________________________________________________________________________________________________
Mailing address                                                                                                      

________________________________________________________________________             	______________		__________________             
           City 					                                             State 			Zip Code                                                                                           


Health records needed for the purpose of:  
 Personal Files    To process insurance claims   Other: (Please indicate.) _________________________________________________________

Permission to fax:  
 Yes, I want my records faxed to (_____) ____________________________   Please provide initials: ____________
 No; I do not want my records faxed.
Permission to send confidential health records electronically through the internet via e-mail. Please note before choosing.  
PUBLIC DISCLOSURE NOTICE TO RECIPIENT(S): Information contained in any communication to or from the City of Walla Walla, including attachments, may be subject to the disclosure requirements of Washington’s Public Records Act, Ch. 42.56 RCW.  

 Yes, I want records to be emailed to address: _________________________________________________    Please provide initials: ______
 No, I don’t want my records sent electronically.   

This authorization to release protected healthcare information will expire within 90 days from the time of signature. I may revoke this authorization in writing at any time, provided that the information has not yet been released. To view the process for revoking this authorization, please read the Privacy Notice. I understand that once the City of Walla Walla – Fire Department discloses health information, the person or organization that receives it may re-disclose it, at which time it may no longer be protected under Privacy Laws. I understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS, sexually transmitted diseases, drug and/or alcohol abuse, mental illness, psychiatric treatment, or genetic information. I give my specific authorization for these records to be released. 

OR exclude the following information from the records released.  Initial each that should not be released:      
_________  Drug/Alcohol abuse/treatment & diagnosis         _________  Sexually Transmitted Disease    _________ HIV/AIDS diagnosis/treatment/testing   
_________ Mental Illness or Psychiatric Diagnosis/Treatment  _________ Genetic Information


___________________________________________________                                                  ______________________________________________________                                    _______/_______/_______
     Signature 					      Print the name of who signed.                                                   Date               
Signer is:    Self    Parent     *Legal Guardian    *Authorized Representative *Provide documents to prove authority to sign on behalf of the patient
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October 17, 2016



Name Here
Address Line
Address Line



To Whom it May Concern,



Lorem ipsum dolor sit amet, consectetuer adipiscing elit, sed diam nonummy nibh euismod tincidunt ut 



laoreet dolore magna aliquam erat volutpat. Ut wisi enim ad minim veniam, quis nostrud exerci tation 



ullamcorper suscipit lobortis nisl ut aliquip ex ea commodo consequat. Duis autem vel eum iriure dolor in 



hendrerit in vulputate velit esse molestie consequat, vel illum dolore eu feugiat nulla facilisis at vero eros et 



accumsan et iusto odio dignissim qui blandit praesent luptatum zzril delenit augue duis dolore te feugait 



nulla facilisi. Nam liber tempor cum soluta nobis eleifend option congue nihil imperdiet doming id quod 



mazim placerat facer possim assum. Typi non habent claritatem insitam; est usus legentis in iis qui facit 



eorum claritatem. Investigationes demonstraverunt lectores legere me lius quod ii legunt saepius. Claritas 



est etiam processus dynamicus, qui sequitur mutationem consuetudium lectorum. Mirum est notare quam 



littera gothica, quam nunc putamus parum claram, anteposuerit litterarum formas humanitatis per seacula 



quarta decima et quinta decima. Eodem modo typi, qui nunc nobis videntur parum clari, fiant sollemnes in 



futurum.



Sincerely,



Name Here



Title Here
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