








AUTHORIZATION FOR THE RELEASE 

OF PATIENT INFORMATION 

 

Please understand that it may be necessary for us to release some or all of the information contained in your 

medical records to other physicians, nurses, and/or healthcare providers.  At times, other providers assist us in 

assessing a patient’s conditions, screening for potential problems or providing consultation under certain 

circumstances.  All healthcare providers are required by law to keep your information confidential. 

 

Also, due to the increased awareness of quality of care, it may be necessary to disclose information regarding 

your care to healthcare agencies, both private and governmental.  Your insurance company and/or your self-

insured employer are such agencies.  Regarding the information going to your employer other than information 

needed to verify your insurance coverage, the data released will consist of statistical information only. 

 

__________ I do not wish to have test results or other medical information released to any person(s) 

  other than myself. 

 

___________ I do wish to have test results or other information released to the following person(s). 

  These individuals are people other than medical personnel. 

 

_________________________________________________ Relationship  ________________________ 

 

_________________________________________________ Relationship  ________________________ 

 

_________________________________________________ Relationship  ________________________ 

 

_________________________________________________ Relationship  ________________________ 

 

It is the responsibility of the patient to notify this office of any changes to the above information if changes do 

occur.  It will be necessary to complete another Authorization form with the updated information. 

 

_________________________________________________ ___________________________________ 

Patient Signature       Date 

 

________________________________________________ 

Printed Name 

 

 

At Sharp & Stone OB/GYN, we take great pride in being a part of your pregnancy and 

delivery.  If at any point you wish to send us (or have already sent us) any personal 

photographs, holiday cards, birth announcements, etc., we will proudly display them in 

our office.  Please be aware that these items may be visible to persons who are not 

employed in the practice.  Your signature below indicates your understanding of this 

policy.  

___________________________________ _________________________ 

Patient Signature       Date 


