


PATIENT NAME: __________________________________________ DOB: ____________________


EMERGENCY CONTACT INFORMATION

Name: _______________________________________________ Phone No: ______________________

Relationship: __________________________________________

Address: _____________________________________________________________________________

City: _______________________________________ State: ________________ Zip: _______________


PROTECTED HEALTH INFORMATION RELEASE
(PATIENTS 18 YEARS AND OLDER)

□	Only release information to me personally, unless authorized below.

□	You have my authorization to speak with my Spouse/Significant Other about my medical care and test results.

Name: _________________________________________ Phone No: ______________________
	Spouse/Significant Other

□	I authorize you to speak with my adult family members or other individuals about my medical care as identified below:

Name: _________________________________________ Phone No: ______________________

Relationship: ____________________________________

Name: _________________________________________ Phone No: ______________________

Relationship: ____________________________________

Name: _________________________________________ Phone No: ______________________

Relationship: ____________________________________

□	You have my authorization to leave information on my answering machine regarding my medical care and test results.

□	Other, please describe: ______________________________________________________________________________

______________________________________________________________________________



X
Signature of Patient (or Guardian if patient is under 18)       				Date
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