Hendricks
Regional Health

At Hendricks Regional Health we take the privacy of your health information
seriously. We will not release a patient’s health information outside of the
allowed exceptions spelled out in our Notice of Privacy Practices without your
verbal or written permission.

This form gives you the opportunity to tell us who we can speak to regarding your
health information. You are not required to list anyone and you can change who
we are permitted speak to at any time by completing a new form.

| authorize Hendricks Regional Health Medical Group physicians and/or staff to
speak to the individuals listed below regarding my health and billing information.
| understand that | can revoke this authorization at any time by completing a new
form.

Name Relationship

Signature Date

Witness



