
 

 

In addition to the HIPAA information release 

 

I _____________________________________________ also give permission to the  

following individuals to receive information regarding my medical care: 

 

 

1. _________________________________________ Relationship______________________ 

        Phone # _________________________ 

 

2. _________________________________________ Relationship______________________ 

        Phone # _________________________ 

 

3. _________________________________________ Relationship______________________ 

        Phone # _________________________ 

 

 

Signature ____________________________________________    Date_________________ 

 

Date of Birth _____________________________ 


