Consent to Disclose Health Records

L ’ ‘, hereby give my consent for the release and disclosure of my health records.

Date of Birth: ’ ‘

Address: ’ ‘

I authorize ’ ‘ to disclose my health information to:

Recipient Name: ’ ‘
Recipient Address: ’ ‘

Purpose of Disclosure: ’ ‘

Records to be Disclosed: ’ ‘

This consent will expire on ’ ‘

Signature: ’ ‘

Date: ’ ‘

Submit
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