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Patient Information Release Consent

| acknowledge that | have received a copy of Community Health Centers, Inc Notice of Privacy Practices. This
notice describes how Community Health Centers, Inc. may use and disclose my protected health information,
certain restrictions on the use and disclosure of my healthcare information, and rights | may have regarding my
protected health information.

There are times when Community Health Centers (CHC), Inc. will need to contact you or when you may wish
to allow family members and friends to have access to information concerning your medical care. Other than
as allowed by federal law, we will not release any information to any person except as authorized below
by you.

Please indicate by option number, your approved authorization for each individual listed below on this form.

1. Appointments (dates, location, times, provider, reason)

2. Treatment (prescriptions, medication refills, diagnosis, procedures, etc.)

3. Test and procedure results

4. Billing and payment information

5. All of the above
Name of Authorized Person Option Number Phone Number Relationship
Name of Authorized Person Option Number Phone Number Relationship
Name of Authorized Person Option Number Phone Number Relationship
Name of Authorized Person Option Number Phone Number Relationship

I understand that this consent is valid unless revoked by me and that | may revoke this authorization at
any time.

Name of Patient (Type/Print) Date of Birth

Name of Consenting Person (Type/Print) Date

Signature of Consenting Person

Relationship to Patient is:

Patient Legal Guardian
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