Authorization for Medical Information Sharing

I hereby authorize the release and sharing of my medical information as described below.

Patient Name:

| |

Date of Birth:

| |

Healthcare Provider/Facility:

| |

Recipient Name/Organization:

| |

Information to be shared:

Purpose of Information Sharing;

| |

Authorization Expiry Date:

| |

I understand that this authorization is voluntary and that [ may revoke it at any time in writing.

’Sigmture: ‘

Date:

| |
Authorize




	Authorization for Medical Information Sharing

