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Authorization For Use or Disclosure of Patient Files.




RE:





I, __________________________________  hereby authorize the use or disclosure of my health information
          (name of person or organization releasing information)

to be released  to:____________________________________________________


							
Signed:________________________________ 			Date:_________________________


This authorization applies to patient consultation notes, and/or tests, and/or results and is not to be disclosed without additional patient consent to anyone other than the above mentioned party.




Signed: _______________________________		Date:________________________________
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