formation
ow ”

This infolman'on ISto be disclosed to:

Name of Enity/Famin/Friend:
Street Addregs:
Phone# Relationship:

TO BE READ AND SIGNED BY PATIENT.

I'understanq the fo]lowing:

a. I'may revoke this authorization 4 any time by Providing written, notice to the Practice,
May not be able tq revoke thig authorizatiop if the practice has already takep action if

this authorization o if th authorizatiop Wwas obtained a5 5 Condition of obtaining Insurance
COverage.

c No one hag pressured me tq sign this authorization,

d. 1 acknow!edge that | have hag an opportunity review thjg authorization g5, understand
the intect ang the use,

e. I have recejveq a copy of this authorizatiop,

Patient Signature:




