INTERNAL MEDICINE & PEDIATRICS WELLNESS CENTER

934 N SUNCOAST BLVD

CRYSTAL RIVER, FL  34429

PH: (352) 563-5070 FAX: (352) 759-4322

WWW.DRWELLNESSCENTER.COM
Disclosure of Protected Health Information

By law, medical information is confidential unless written authorization is given.  Therefore, upon signing this form, I ___________________________________ am 
authorizing Internal Medicine & Pediatrics Wellness Center to give medical information to: 

____________________________________________________________________

(Name of authorized person/persons)

(    Do/  (  Do not         give bill and account information to above named person/persons

Do not disclose medical information to anyone other than myself ___________________

                                                                                                                    Initial

Please indicate how you  would like us to communicate appointments and test results : Email like regular mail can be intercepted, therefore only  normal results and messages  will be sent this way.

(      Do /    (   Do not:    Email me :


                             If yes:  address_______________________________________

(      Do/    (    Do not     Leave messages on answering machine or voicemail

(      Do/    (    Do not     Call me at home




     if not, please provide alternate telephone contact information:

                                        ____________________________________________________

(     Do/    (  Do not       mail appointment reminders or other correspondence to my       

                home.  If not, please provide alternate mailing address:


    ____________________________________________________


   ____________________________________________________

Do not disclose medical information to anyone other than myself ___________________

                                                                                                                    Initial

This remains in effect until I give written notification to discontinue.

_______________________________                                ___________________________

Signature of Patientor Legal Gaurdian                                                   Date

Parent/Guardian or minors under age 18 has access to medical records, with the exception of any State Law protecting the privacy of information or minors

