
Authorization for Release of Information

Patient Name: _____________________________________________ DOB: ___ / ___ / _____

Address ______________________________________________________________________

Phone Number: (_____) ____________________

I, ____________________________________________________________________________
(Patient/Guardian Name)

authorize ________________________GreenPath Clinic _______________________________

to disclose to __________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
(Name, Address, Phone/Fax Number)

The following specific information from my records: ___________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

I understand that this release will expire one year from date signed. I may withdraw this consent

by giving written notification to the GreenPath Clinic at any time. I understand that I cannot

withdraw consent retroactively for information exchanges that have already occurred.

Patient Signature: __________________________________________ Date: ___ / ___ / _____


