To Our Patients: federal law requires us to obtain your permission before disclosing your protected health information to various parties. 

You may refuse to sign this authorization.

You have a right to revoke this Authorization (in writing) at any time.

You may inspect the health information before we release it.

We cannot give you legal advice about your rights under federal or state law. If you have questions please contact your personal legal counsel.

AUTHORIZATION TO USE AND DISCLOSE INFORMATION

I authorize Bone and Joint Medical Center to use and disclose a copy of the specific health and medical information described below regarding:

Name of Patient: 



 Date of Birth: 
Phone: 
The disclosure to consist of: 
To be disclosed to:  
Signed: __________________________________________________ Dated:_________________

If other than patient, I am signing as: ____Parent  ____Guardian  _____ POA  _____Next of Kin  

Witness: _______________________________

Bone and Joint Medical Center


