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AUTHORIZATION TO DISCLOSE INFORMATION 

 
Patient Name: _______________________________________________ Date of Birth: __________________ 

 
MY HEALTHCARE INFORMATION 

I hereby authorize the release of information as indicated:  
 
_____ I authorize disclosure of healthcare information (related to my medical history, diagnosis, treatment or prognosis) 
to family member(s) or significant others. 

PLEASE LIST FIRST NAME, LAST NAME, AND PHONE NUMBER OF AUTHORIZED PERSON(S) BELOW. IF LEFT BLANK WE 
WILL BE UNABLE TO DISCLOSE ANY INFORMATION TO ANYONE OTHER THAN THE PATIENT 

 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

_____ I do not authorize disclosure of any information regarding my healthcare. I understand that I will be considered a 
“NO INFORMATION PATIENT” and in the event of any emergency, the Clinic is unable to contact someone on my behalf. 

*” Healthcare information” means information recorded in any form or medium that identifies the patient and relates 
to the patient’s history, diagnosis, treatment or prognosis. It is commonly known as your “medical record”.  
This authorization is valid from this day forward, unless the patient informs us otherwise.  
 
NOTE: Texas law authorized the release of healthcare information WITHOUT patient authorization in a number of 
situations, including disclosure to third party payers, such as insurance companies if the disclosure is to reimburse the 
hospital, other healthcare providers, or the patient for medical services or supplies. 
 
_____ CONSENT: Treatment & Procedures - I give my consent to Family Health Center Doctors, Nurses, and Staff. I 
understand that I will have the opportunity to ask questions concerning my condition, treatment and or procedures.  
 
 
__________________________________________________  __________________________ 
Patient Signature       Date 


