
 

 

 
Release of Medical Records 

 
I hereby authorize: 
 
Dr. Jerry J. Yoon, DPM  
4000 KRUSE WAY PLACE BLDG 2 SUITE 220 LAKE OSWEGO, OR 97035 
P: (503) 636-9656 
F: (503) 503 636-9657 
 
 
To release the following checked information in my file to: 
 
 
Doctor/Clinic: __________________________________________________ 
 
Phone/Fax: ____________________________________________________ 
 
Address: ______________________________________________________ 
 
Please include the following checked: 
 
All chart Notes _______ Operative Records _______ X-rays ________ 
 
CT Scans ________  MRI reports ________  Labs _________ 
 
 
 
Authorized signature: 
 
I recognize that the information disclose may contain information that is privileged and 
protected by law, and I specifically consent to the disclosure of such information. 
 
 
Print patient’s name: _________________________________ DOB: ________ 
 
 
Patient’s signature: __________________________________ Date: ________ 


