Authorization for Data Sharing

I hereby authorize the sharing of my personal and/or medical data as outlined below:

Full Name:

| |

Date of Birth:

| |

Authorized Recipient(s):

| |

Type of Data to be Shared:

| |

Purpose of Data Sharing:

| |

Authorization Valid Until:

| |

Signature:

| |

Date Signed:

| |
Submit

I understand that I can revoke this authorization at any time by providing written notice.
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