
Name:
n #8i'll'i*

Date:

Authorizat ion to release PHI (Personal Health Information)

I  hereby authorize Southeastern Orthopaedic Special ists,  P.A. to release my PHI to:
(EXCLUDES PHYSICIANS & ATTORNEYS)

Name of person that information may be released to:

( r .e  spouse,  paren t ,  guard ian ,  s ib l ing ,  e tc . )

Address

Patient 's Name

Address:

Date of Birth

Patient 's Signature Date:

Relat ionship to Pat ient:

Type of information that may be released
(f inancial ,  medical  information, information for a specif ic problem)

Expiration Date:

To revoke this authorizat ion, i t  must be submitted in wri t ing to Southeastern Orthopaedic Special ists,  P.A.

There is ootent ial  for re-disclosure once this information is disclosed SOS cannot controlwhat the other

ent i ty does with your PHI (Personal Health Information).


