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       Consent to Speak with Family or Friend

I, _________________________________direct my health care and medical services providers to disclose and release my protected health information as described below to: 

[bookmark: _Hlk137551044]______________________________________________________________________________________________
Name                                                                        Relationship                                 Phone Number 



______________________________________________________________________________________________
Name                                                                        Relationship                                 Phone Number 


______________________________________________________________________________________________
Name                                                                        Relationship                                 Phone Number 


My initials below indicate health information which may be disclosed to the persons named above 
________(initials) Disclose and Discuss my complete health record including appointments, diagnosis, lab tests, prognosis, treatment, and billing, for all conditions. 
OR 
_______(initials) Disclose my health record, as above, BUT do not disclose the following (check as appropriate): 
(  ) Appointments 
(  ) Billing 
(  ) Health records (including mental health records) 
(  ) Communicable diseases (including HIV and AIDS) 
(  ) Alcohol/drug abuse treatment 
(  ) Other (please specify): _____________________________________________


_________________________________________________________________________________________
Patient, Parent or Legal Guardian (printed)                    Signature                                                     Date 



(872) 270-5999 
info@midwestrefuah.org midwestrefuah.org
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