
P a t r i c i a  L .  N o r r i s ,  M . D .    J i l l  C .  G i f f o r d ,  PA - C     2222 NW Lovejoy, Suite 422         Portland, OR 97210

Patient Name:________________________________________________ DOB:_______________________________________

Patient Signature:_____________________________________________ Date:_______________________________________

 Send to /  Obtain from:_________________________________________________ Date:_________________________

Phone:____________________________________________ Fax:_ __________________________________________________

Street Address:____________________________________________________________________________________________

City/State:____________________________________________________ Zip Code:__________________________________

Information to be released:	 Purpose of Disclosure:

 CHART NOTES (dates from/to:__________________)	  Referral/patient request/other:________________

 LABS (dates from/to:__________________)	  Mental Health Information  _______ patient initials

 PATHOLOGY REPORTS (dates from/to:__________________)	  Genetic Testing Information ______ patient initials

Other comments:__________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Please call 503-227-7117 if you have any questions. Please fax records to 503-227-7120.

This authorization may be revoked at any time. Unless revoked earlier, this consent will expire 180 days from the 

date of signature or shall remain in effect for the period needed to complete the request. Please allow 7-10 

business days for processing. 

FACSIMILE CONFIDENTIALITY NOTICE: The contents of this fax message and any attachments are intended solely for the addressee(s) 
and may contain confidential and/or legally privileged information. If you are not the intended recipient, you are notified that any use, 
dissemination, distribution, copying, or storage of this message or any attachment is strictly prohibited.
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