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Authorization to Release Medical Information
I understand that my records are protected under state and federal confidentiality laws and require written consent for release.  I authorize release of medical records as follows:

Name:​​​​​_____________________________________________________



please print clearly
Date of Birth:______________

Permission is hereby granted for release of information 
From:  
The Golden Heart Center for Wellness

8113 SE 13th Avenue 

Portland, Oregon, 97202

Phone:  
503-232-5653
Fax:
503-234-6094
To:  
Wendy Hodsdon, ND

Portland Alternative Medicine, LLC

4425 SW Corbett Ave.  

Portland, Oregon  97239   

Phone (503) 227-8700   

Fax (503) 227-8702

_X_ Intake forms


_X_ Naturopathic Chart Notes

_X_ Diagnostic records

_X_ Correspondence with referring practitioners

___  Other __________________________________________________________________

___  Other __________________________________________________________________

_________________________________________________      Date:  ​​​​​​​​​​​​​​​​_________________


Signature of Patient or Representative
___________________________________         ______________________________________

Relationship (if signed by a representative)
Representative phone number
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