
         Permission To Share Protected  

        Health Information (PHI) 

 
Patient: _____________________________________________________________________________ 

Responsible Party: _______________________________________Date:_______________________ 

 

The following people are authorized to receive PHI regarding me or my loved one: 

Name Relationship to Patient 
  
  
  
  
  

 

The following people MAY NOT RECEIVE PHI regarding me or my loved one: 

Name Relationship to Patient 
  
  
  
  
  

 

Responsible Party Signature: _____________________________________________________ 

 


