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HEALTH INFORMATION MANAGEMENT
2200 NE Neff Road, Suite 200, Bend, Oregon 97701

Phone: 541.322.2350   FAX 541.322.2381
www.thecenteroregon.com

Patient Name DOBChart #

Daytime Phone

OK to leave message? Yes No OK to leave a message with family? NoYes

I authorize THE CENTER OTHER
To disclose information specific to the following:

Specific Record Type

Image CD (x-ray or MRI)  List specific body part(s)

Billing Summary

Specific dates of service

Other (specify)

By my signature below, I voluntarily authorize and request disclosure of above referenced medical records. This
includes specific permission to release information including, and not limited to:

• Mental Health Information
• Genetic Testing Information
• HIV / Acquired Immunodeficiency Syndrome
• Drug abuse, alcoholism or other substance abuse and related treatment / referral information.

Individual or entity authorized to receive my health information:

Self Other (specify name)

Please Mail or Fax

Email

Email

Address

City

Phone

State Zip

Fax

Patient Signature

Patient Guardian or Legal Representative

Date

Date

FOR OFFICE USE ONLY

ID Checked Yes No Initial Copied by Copy Service Staff Initial

This authorization may be revoked at any time. The only exception is when action has been taken in reliance on the authorization. Unless revoked earlier this 
consent will expire 180 days from the date of signing or shall remain in effect for the period reasonably needed to complete the request.

X

X

X

X

***Please Note: Image CDs produced by The Center are NOT Mac compatible.

Email Address



1. W hy doIneedtocom pletearequestform toobtainacopy ofm y m edicalrecords?

 HIP AA regulationsallow m edicalcareproviderstoaskpatientsforw rittenrecords

request. A w rittenrequestensurespatientsreceivetheinform ationthey need. HIP AA

requiresallm edicalcareproviderstoprovidedocum entationforevery recordsrelease

regardlesshow sm all.

2. W hoisDBS andw hy dothey haveaccesstom y inform ation?

 DBS isalocalcom pany thatprovidesprofessionalreleaseofpatienthealthinform ation

serviceform any healthcareorganizationsinO regon. T hey understandand com ply w ith

thefederalandstatelaw s. AsabusinessassociateofT heCenter,DBS isauthorizedto

perform thisserviceforus.

3. How w illIreceivem y inform ation?

 You canelecttoreceiveyourinform ationviaU S M ailorviaEM AIL L IN Kw hereyou can

thendow nloadaP DFcopy ofthedocum entsrequested.

 Ifyou electtohaverecordsviaem aillink,besuretoincludeyourem ailaddressonthe

requestletter/authorizationandindicateyou w ouldliketheinform ationem ailed. You

w illthenreceive2 em ailsfrom records@ dbshealth.com w ithinstructionsandasecure

passw ordtoaccessinform ation

P leasecallDBS w ithany questions888 297 2550.

T HAN KYO U !
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