AUTHORIZATION FOR RELEASE
OF INFORMATION


 WHO MAY RECEIVE MY INFORMATION

The person(s) listed below have my permission to access all my account records.

NAME:_______________________________RELATIONSHIP____________________

NAME:_______________________________RELATIONSHIP____________________

NAME:_______________________________RELATIONSHIP____________________



____________________________________			_____________________
Signature							Date

____________________________________
Print your name


[bookmark: _GoBack]I give Dr. Allison Henley permission to leave messages on my answer machine/voice mail concerning appointments/my account.	Yes____	No_____



