Spokane Naturopathic Healthcare
Laura Flanagan, ND
Authorization for Release of Information
I hereby authorize:

Spokane Naturopathic Healthcare

PO Box 8781, Spokane, WA 99203

Tel: (509)456-4548  Fax: (509)232-3354

To release from the health records of:
Patient Name: _________________________________________________________________

Date of Birth: ________​_________________________________________________________

Phone: ______________________________________________________________________

The following information:

[ ] Copy of Chart (for last 2 years)

[ ] Lab Results

[ ] Imaging Reports
[ ] Other: ____________________________________________________________________
Dates of treatment:

From: _______​___________________ 


To: ___________________________

Information to be released to:
Facility Name/Doctor/Person: ____________________________________________________

Mailing Address: _______________________________________________________________

Phone/Fax: ___________________________________________________________________

I understand that some of the information released may include highly sensitive information, including HIV, other sexually transmitted diseases, drug and/or alcohol abuse, mental health status or psychiatric treatment.

Further release of this information to other parties cannot be done without my authorization. I hereby release the practitioner and associated staff from legal responsibility that may arise from the act hereby authorized.

Patient signature: ________________________________________ Date: ________________
