Medical Information Disclosure Consent

I,

‘ (Full Name), hereby authorize the disclosure of my medical information as described below.

Date of Birth: ’ ‘

Information to be disclosed:
(I Diagnosis

I- Treatment Details

™ Medications

I_ Other: ’

Authorized recipient(s): ’ ‘

Purpose of disclosure: ’ ‘

This consent is valid until: ’ ‘

Signature: ’ ‘

Date: ’ ‘

Submit Consent ‘
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