
 

                                                                                                                                                            Revised 05.04.2026       

Chelan-Douglas Health District 

Patient Request for Access to Medical Records Form 
 

Chelan-Douglas Health District recognizes a patient’s right of access to medical records under HIPAA. Please note that there may be charges 

associated with processing a request and producing requested medical records consistent with applicable law. 

Requesting medical records may be exempt from disclosure pursuant to RCW 70.02 and RCW 42.56.360(2). 

 

  Patient Information (Please Print) 

First Name: Middle Initial: Last Name:  

Name at Time of Treatment (if different than above): 

Date of Birth (MM/DD/YYYY): Phone: Email Address: 

Street Address: City: State: Zip: 

 

What medical records do you want? (Check appropriate box below): 

          All of my medical records maintained by Chelan-Douglas Health District in the designated record set  

          Specific medical records (e.g. specific procedures, date range, etc.): 

     How would you like your medical records delivered? (Check appropriate box below): 

 Paper 

Mail delivery to the following mailing address:           

 In-person pickup at 200 Valley Mall Parkway, East Wenatchee, WA 98802 

 Email to the following email address:       

If you are the patient’s personal representative, please provide the following information:  

 

Personal Representative Name: Personal Representative Phone: 

 
Personal Representative Fax: 

Personal Representative Mailing Address: Personal Representative Email Address: 

     Please print your name and sign below: 

     
    If signed by the patient:  

 

     I, the undersigned individual below, declare under penalty of perjury under the law of Washington that I am the patient named above and am    

     authorized by applicable law to consent to health care on my behalf. 

 

If signed by the patient’ s personal representative: 

I, the undersigned individual below, declare under penalty of perjury under the law of Washington that I am the personal representative of the 

patient named above and am authorized by applicable law to consent to health care on behalf of the patient. 
 

  

Name of Patient or Personal Representative (please print) Relationship to Patient (if Personal 
Representative) (please print) 

  

Signature of Patient or Personal Representative Date/Time 

https://app.leg.wa.gov/rcw/default.aspx?cite=70.02
https://app.leg.wa.gov/RCW/default.aspx?cite=42.56.360
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Please return completed form to:  

    Chelan-Douglas Health District 

200 Valley Mall Parkway 

East Wenatchee, WA 98802 


