
 Request to Access Your Record  

Note: This form is to request copies of one's own records. To request to have records sent to a third party, complete an 
"Authorization to Share Protected Health Information"  

 

Patient/ Personal Representative   
Signature:  Date: _____/_____/__________  

  

If personal representative:  Print  
Name:   

Relationship to client:   

PO Box 82819, Portland OR 97282 /P:503-233-5405/F:503-233-2692  

Parent -   Guardian -   


