
 
 

 

 

 

 

 

 

 

 

 

 
 

REQUEST FOR MEDICAL INFORMATION 
 

PATIENT'S NAME:  

DATE OF BIRTH:  

PARENT'S NAME:  

MAILING ADDRESS  

CITY:  

PHONE #:  

EMAIL:  

INFORMATION FROM:  

 

I hereby request you to release and forward the following information to the Okanogan County 

Health District from the clinic, agency and/or individual requested above. 

  

[  ]  Medical summary/Immunization Records 
  

[  ]  Laboratory Reports including results and consultant recommendations. 

  

[  ]  Other (specify):_____________________________________________________________ 

  

Signature of parent/patient:  

  

Today's date:  

  

Staff initials:  

 

 

Okanogan County 
Public Health  
 
http://www.okanogancounty.org/ochd/index.htm  

1234 South 2nd Avenue 

P.O. Box 231 

Okanogan, WA  98840 

(509) 422-7140 

Fax (509) 422-7142 

TDD (800) 833-6388 


