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On this form you will need to tell us if your mom, dad, step-mom, step-dad or any other
person can participate in your health care and have access to your health information.You
do not have to allow anyone else to participate in your health care. Participating in your
health care includes, scheduling appointments on your behalf, requesting referrals,
getting lab or x-ray results, talking to your doctor or nurse practitioner, and seeing your
records. This is your personal decision to make. We want you to make the best choice for
your health care needs.

I, , give the following people permission to participate

in my healthcare:

Name: Relationship to patient:
Name: Relationship to patient:
Name: Relationship to patient:
Name: Relationship to patient:
Patient Signature: Date:

Patient E-mail: Patient Cellphone:




