
W HA T C OM C OUNT Y  MEDIC A L S OC IET Y  
202  E.  Holly S t,  # 219  

Bellingham,  W A  98225  
(360) 676 -7630  

 
 

A UT HORIZA T ION T O EX A MINE REC ORDS  A ND 
 

RELEA S E MEDIC A L REC ORDS  A ND INFORMA T ION 
 
I,  the unders igned,  do hereby authorize the W hatcom C ounty Medical S ociety and/or W ashington 
S tate Medical A ssociation and/or W ashington S tate Medical Quality A ssurance C ommiss ion and/or 
their duly constituted and authorized off icers ,  agents ,  and committees ,  particularly the Grievance 
C ommittee and any member thereof,  to examine any and all of  my records ,  f iles ,  X -rays ,  and other 
data pertinent to my medical treatment and my complaint w hich may be in the possess ion,  
custody,  or control of  the follow ing phys ician(s ) w hose address(es) is  (are):  
 
1 .    2 .    

      

      
 
 
3 .    4 .    

      

      
 
or w hich may be in the possess ion,  custody,  or control of  any hospital or other medical care facility 
w here I w as  attended by the aforementioned phys ician(s );  and grant permiss ion for any of  the 
above-named agents  to interview  any or all persons  involved in said grievance.  
 
I do further request the said phys ician(s ) and hospital to make a full disclosure of  any and all 
pertinent information contained in said f iles ,  records ,  X -rays ,  and other data concerning me and my 
case,  in accordance herew ith.  I further understand that any and all information thus  provided w ill be 
held in the strictest confidence and used only to evaluate my complaint.  
 
In w itness  w hereof,  I hereunto set my hand the day and year f irs t herein w ritten.  
 
 
     
 Date  S igned 
 
     
   A ddress  
 
     
   C ity 
 
     
 W itness  S ignature  Phone Number 
 
 
I have discussed this  w ith the above phys ician(s ).   Y ES  ____ NO ____ 
 
 



forms/112  
7/96  


