
 

       2330 HOWARD AVENUE  • CENTRALIA, WA • 98531  •  360-807-4230  •  FAX 360-237-5992 
www.discoverytherapeuticservices.com  •  info@discoverytherapeuticservices.com 

Date-_____________ 
Initial Eval: ________ 
Reviewed By:_______ 
 

 
 

 

Last Name: ________________________ First Name: ________________________    Date of Birth: ________________ 

Other name, if applicable: ______________________________________________________________________________ 

Patient Address: ______________________________________________________________________________________ 

Phone Number: ______________________________________________________________________________________ 

 

 

I, ___________________________________________________________, authorize the following person (s) to 
   PRINT PATIENT NAME 
 
receive medical information about me: 
 

Please share information from the following records: 

 All Medical Records  
 Medical Records from _______________________ to ___________________________ 
 Records specifically pertaining to ____________________________________________ 

 
 
 

 NAME     RELATIONSHIP   PHONE NUMBER 
 
 
 
 

 NAME     RELATIONSHIP   PHONE NUMBER 
 
 
 
 

 NAME     RELATIONSHIP   PHONE NUMBER 
 
 
 
  PATIENT SIGNATURE       DATE 


