
Phone Number:  Fax Number

Patient Name:  ___________________________________________________________ SS#: ____________________________________________

DOB _______________________ Address:   ____________________________________________________________ Phone #:   __________________

_____________________________________________
(Patient’s Name)

 _____________________________________________________________ 
Attn:   __________________________________________________________________________
Address: _______________________________________________________________  Phone: ____________________ Fax:  ___________________

XComplete Chart
Progress Notes

H Lab Tests
Itemized Bill O

From:  _____________________________ To:  ____________________________ 

Purpose of the Requested Disclosure of PHI

Legal /Attorney   Disability   Treatment  __________________________________________________ 

Check One:   Yes  No

Syndrome) testing and/or treatment I agree to its release.  Check One:   Yes  No

-

-

Signature:   ___________________________________________ Relationship:   _______________________________Date:   ___________________

 Other:   _____________________________________________________

Witness:  ______________________________________________________ Date: ________________
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