




















 

 

Permission to Access Information 
 

Patient Name:_______________________________________  DOB:_____/_____/______ 

 

Release of Information 
[  ]    I authorize the release of information including diagnoses, records, 

    examinations, and billing information rendered to my child. This 
                       information may be released to: 

 
 

Name:____________________________  Relationship:_______________________ 
Name:____________________________  Relationship:_______________________ 
Name:____________________________  Relationship:_______________________ 
Name:____________________________  Relationship:_______________________ 

 
               [  ]     Information is not to be released to anyone. 
 
           This Release of Information will remain in effect until terminated by me in writing.    
 

Messages 
 
Form of Contact:   [  ] home #_____________________________________ 
     [  ] work  #_____________________________________ 
       [  ] cell    #_____________________________________ 
     [  ] email address ______________________________ 
            [  ] text 
 
If unable to reach me:  [  ] you may leave a detailed message by phone 
     [  ] please leave a message asking me to return  
          your call 
     [  ] do not leave a message 
 
Please Note:  E-mail communications with our office are through an onsite server.  While 
we make every effort to keep our email protected and secure, we cannot guarantee a 
breach.  By choosing email communication as an option, you acknowledge that are email 
server is not encrypted and could result in unauthorized access. 
 
Signature:___________________________________  Relationship to Patient:___________________ 
 
Date:________________________________________ 
 


