
 

PATIENT INFORMATION 

Patient 
Name:________________________________________Today’s Date: _____________________ 

Date of Birth :___________________________ Phone number:_________________________________ 

I authorize the Bethel Health Center to leave a message on my voicemail:           Yes     No 

INFORMATION TO BE RELEASED FROM: 

I authorize the Bethel Health Center to obtain my health information for the purpose of coordinating 
care from the following: 

Primary Care Physician: ____________________________ Specialist: ____________________________ 

Therapist: _______________________________________ Other: _______________________________ 
The authorization for the release and disclosure of medical information applies to: (please initial) 

_______Drug Abuse     _______ Alcoholism        _______ HIV/AIDS        _______ Mental Health 
 

INFORMATION TO BE RELEASED TO: (Please initial all that apply) 

I authorize the Bethel Health Center to discuss/share protected health information about me to: 
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Other* (A)              

Other* (B)              

*Other Family/Guardian/Friend relationship to you: (A) __________________ (B) __________________ 
 

MY RIGHTS/MY AUTHORIZATION 
 
I understand that authorizing the disclosure of this patient health information is voluntary. I understand 
that I do not have to sign this form in order to assure treatment or payment. 
I understand that I may revoke this authorization at any time by notifying the Bethel Health Center in 
writing. I understand that such revocation will not have any effect on information already used or 
disclosed by our office before we receive the intent to revoke the authorization. This authorization will 
expire one year from the date of my signature. 
 
_________________________________________________________ ___________________ 
Patient/Guardian/Legal Representative Signature Date 
 
________________________________________________  
Relationship to patient 


