
I authorize you to use or disclose my health information in the manner described on the 
following forms: 

-Consent for Use of Disclosure of Health Information
-Appointment Reminders and Health Care Information Authorization
-In-office Recognition/Correspondence by Mail/Fax/Electronic Communication

I am also acknowledging that I am aware that a copy of the above listed authorizations/consents 
is available to me upon my request. 

I authorize my health information to be shared/released with/to: 

Name:  ___________________________________ Relationship:  _______________ 

Name:  ___________________________________ Relationship:  _______________ 

Name:  ___________________________________ Relationship:  _______________ 

______________________________ ______ / ______ / ______ 
Patient Name Printed    Date 

______________________________ ______________________________ 
Patient signature   Authorized provider representative 

______________________________ ______________________________ 
Personal representative printed Personal representative signature 

_____________________________________________________ 
Description of personal representative’s authority to act for patient 
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