
  

  
  
  

  
Pa�ent   Consent   of   Release   Medical   Informa�on   

To   Individuals/Family   Members   

  

  

Name:   _________________________________Date   of   Birth:   ________________   

[      ]     I   authorize   the   release   of   informa�on   including    diagnosis,   lab   results,   treatment   plans   and   
health   informa�on.    This   informa�on   may   be   released   to:   

  

_________________________________________ _______________________   
NAME RELATIONSHIP   TO   PATIENT   

  
  

Health   informa�on   and   test   results   of   a   sensi�ve   nature   will   ONLY   be   given   
directly   to   the   pa�ent.   

[      ]       I   understand   that   informa�on   used   or   disclosed   pursuant   to   this   authoriza�on   may   be   
disclosed   by   the   recipient   and   may   no   longer   be   protected   by   federal   or   state   law.   

[      ]       I   understand   that   I   have   the   right   to   revoke   this   authoriza�on,   in   wri�ng,   at   any   �me.     

[      ]       I   understand   that   this   authoriza�on   will   remain   in   effect   for   a   period   of   six   (6)   months   
from   its   date   of   origin   unless   terminated   in   wri�ng   prior   to   that   date.   

  

____________________________________      ______________   
    Pa�ent   Signature                                                              Date   

  

  
  
  

  
____________________   

       Expires   on       
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