Consent to Share Health Records

I hereby consent to allow my healthcare provider to share my health records with the following person or organization:

Name of Person/Organization:

| |

Purpose of Sharing Information:

| |

Duration of Consent:

| |

I understand that I can withdraw my consent at any time by notifying my healthcare provider in writing.

Patient Name:

| |

Signature:

| |

Date:

| |
Submit
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