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Authorization to Share Medical Information
Name of Patient
:_________________________________________

                Print Legal Name
Patient’s Date of Birth:_______________________    
Please indicate which would be the most convenient way to contact you in case we need to inform you of test results, change of appointment, or referrals, etc.etc:

___________ Leave a message with family, or on answering machine at home.

___________ Speak only to me.  ________________________
                                                                                                           (home number)
___________ Contact me at work : _________________________

                                                                                                    (telephone with area code)

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
_______________ I give the clinic permission to discuss my medical information with            

                             the following persons:
_____________________________________   ______________________

Name






               telephone
_____________________________________   _________________________

Name






               telephone
____________________________________________________   ___________________________

Name






                     telephone
_______________________Do not share my information with anyone.
_______________________________________________________________________    __________      
PATIENT SIGNATURE                                                                                   DATE
__________________________________________________    _______
Parent/Guardian Signature (if patient is minor)                          Date
