
AUTHORIZATION  
TO SHARE HEALTH INFORMATION 

I authorize the sharing of protected health information for 

     (Name) _______________________________ 

with the following individuals: (The health information of a minor may be shared 
with either parent without permission.)  For example grandparent, babysitter, etc. 

Name Phone # 

_________________________________ _________________ 

_________________________________ _________________ 

_________________________________ _________________ 

_________________________________ _________________ 

_________________________________        _________________ 
Print name     Date 
_________________________________ 
Patient or Parent Signature (if under 18 yrs of age) 
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