

Medical Information Release Form
(HIPAA Release Form)

Name: ___________________________________ Date of Birth: _____/____/_____ 
Release of Information 
[ ] I authorize the release of information including the records and examination rendered to me. This information may be released to: 
[ ] Spouse________________________________________ 
[ ] Child(ren)______________________________________ 
[bookmark: _GoBack][ ] Other__________________________________________ 
[ ] Information is not to be released to anyone. This Release of Information will remain in effect until terminated by me in writing.

I understand that I have a right to revoke this authorization by providing written notice to The Natural Path, Ltd. I further understand that this authorization is voluntary and that I may refuse to sign this authorization. 

Name: __________________________________________ 

Signature: _______________________________________ 

Date:______________________________
