AUTHORIZATION TO DISCL.OSE PROTECTED
HEALTH INFORMATION

1, , authorize MIDWEST PULMONARY ASSOCIATES to
disclose my Protected Health Information to the following person or persons:

1. - Relationship DOB
2. . Relationship DOB
3. Relationship DOB

I understand that I may revoke this authorization at any time.

Date -

Signature of Patient/Person Authorized as POA

Submit via email Clear form
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