
 

 

 

AUTHORIZED CONTACTS 
 

 

Patient___________________________________________________ Birth Date_______________________ 
  

I give permission for the office staff to speak to and share detailed information regarding my medical care with 
the following individuals:  
                             

Name: _____________________________Phone:___________________Relationship to patient: _________ 

If applicable:    Emergency Contact      Durable Power of Attorney for Healthcare (provide copy) 
 

Name: _____________________________Phone:___________________Relationship to patient: _________ 

If applicable:    Emergency Contact      Durable Power of Attorney for Healthcare (provide copy) 
 

Name: _____________________________Phone:___________________Relationship to patient: _________ 

If applicable:    Emergency Contact      Durable Power of Attorney for Healthcare (provide copy) 
 

 

NO AUTHORIZED CONTACTS   
 
 
 

Signature of Patient/Guardian/Representative_________________________Date________ 
 

 

 

If this authorization is NOT signed by the patient, complete the following information: 
 

Printed Name___________________ Relationship to Patient________ Representative’s Phone # ___________ 


