


federal and state privacy law any longer. 

By typing/electronically signing my name below I acknowledge that I have read and understand this authorization, authorize 

the disclosures set forth above, and consent to the use of electronic records. 

Note: This authorization will remain in effect until revoked in writing or replaced with an updated form. If the patient is a minor 

(under age 18) a new form must be completed by the patient when they reach legal age (18). 

Relationship to Patient 
.__ ___________________ ____. 

r

ig nature of PatienVParenVGuardian/Legal RepresentatWe: 

*MUST COMPLETE: It is a requirement for the patient/parent/guardian/legal representative to completely fill out

these areas in order to consider the form valid.

Patient Name:
DOB:

MRN:


