

Natural Women’s Health
Permission to Speak to another Individual
Regarding your Medical Care

Patient Name:__________________________  Date of Birth_________________


I authorize my doctor(s) and/or staff to share my personal health information with the person(s) listed below. This person(s) may have access to, receive copies of, and discuss my health information and medical care with my doctor(s) and their staff.

Name:_________________________________________
Relationship:___________________________________

Name:_________________________________________
Relationship:___________________________________

Name:________________________________________
Relationship___________________________________

_______________________________		_____________________
Signature of Patient or Legal Guardian		Date
