Consent for Health Information Sharing

I hereby give my consent for the release and sharing of my health information as detailed below.

Full Name:

| |

Date of Birth:

| |

Healthcare Provider/Facility Name:

| |

Information will be shared with (individual/organization):

| |

Type of Health Information to be Shared:

| |

Purpose of Information Sharing;

| |

™ 1 understand and agree to the above information sharing,

Signature:

| |

Date:

Submit Consent ‘
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