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Consent to Release Protected Health Information

Patient Name   Date of Birth

Consent
I request Murphy Creek Wellness to release protected healthcare information to:

Name   Relationship to Patient

Phone #   Permission to leave message?

Name   Relationship to Patient

Phone #   Permission to leave message?

Name   Relationship to Patient

Phone #   Permission to leave message?

This request and authorization applies to: (please check below)

  All healthcare information (Medical and Billing)

  Healthcare information relating to the following treatment, condition or dates:

  Other

  Permission to leave message

I understand that this designation applies only to Murphy Creek Wellness.

Patient Signature   Date Signed

Revocation/Termination

I request to revoke/terminate the designation made above.

Patient Signature   Date Signed
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