
 
 

CONSENT FOR SHARING MEDICAL INFORMATION 

Date_____________________ 

 

WHO MAY WE SHARE YOUR MEDICAL INFORMATION WITH? 

 
_____   Spouse (Name) _______________________________________________________ 

  Cell Phone_____________________________________________________ 

  Work Phone____________________________________________________ 

 
_____   Partner/Significant Other (Name) ________________________________________ 

  Cell Phone_____________________________________________________ 

  Work Phone____________________________________________________ 

 
_____   My Referring Physician (Name) _________________________________________ 

  Cell Phone_____________________________________________________ 

  Work Phone____________________________________________________ 

 
_____   Parent (Name) _______________________________________________________ 

  Cell Phone_____________________________________________________ 

  Work Phone____________________________________________________ 

 
_____    Other _____________________________________________________________ 

Relationship___________________________________________________ 

  Cell Phone_____________________________________________________ 

  Work Phone____________________________________________________ 

Patient’s Name: ______________________________________________________________ 

 

Signature: ___________________________________________________________________ 


