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AUTHORIZED INDIVIDUALS FORM 
 
Please list all individuals that are authorized to receive your medical information 
either verbal or written. 
 
 
                 NAME    Phone   Relationship 
 
____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

____________________ ______________        ________________ 

 

 
 
 
Signature of Patient     Print Name 
 
__________________________ 
Date 


