BARNES FAMILY CHIROPRACTIC CLINIC

PHONE: (239) 541-3434

4302 DEL PRADO BLVD. CAPE CORAL, FL 33904

FAX: (239) 541-2555

CONSENT TO DISCLOSE MEDICAL INFORMATION

Patient Name:__________________________  Date of Birth:____________

Please check one of the following:
____ I give my permission to the employees of Barnes Family Chiropractic to disclose my Protected Health Information to me and the following friends or family:

Name: ____________________________
Relation: _________________________

Name: ____________________________
Relation: _________________________

Name: ____________________________
Relation: _________________________

Name: ____________________________
Relation: _________________________

Name: ____________________________
Relation: _________________________

Name: ____________________________
Relation: _________________________

____ I request that all my Protected Health Information be disclosed ONLY to me and no other family or friends.

I understand that I may revoke or change this consent at anytime by filling out another consent form to replace this one.

_____________________________________

___________________

(Signature of Patient)




(Date)
