

Medical Records Release Form




By signing this form, I authorize to release confidential health information about me, by releasing a copy of my medical records, or a summary or narrative of my protected health information, to the physician (In Kwon Park, MD) office.

	Name:
	
	DOB:
	

	
	
	
	

	Signature:
	
	Date:
	



  

            In Kwon Park, MD (Internal Medicine, Infectious Diseases)
8730 S Tacoma way #104   Lakewood, WA 98499
P: (253) 212-3637                    F: (253) 267-0153
[bookmark: _GoBack]
11216 Sunrise Blvd. E, STE3-104  Puyallup, WA 98374
P: (253) 271-0384                    F: (253) 271-7539
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