Thundermist!

H E & L T

Permission to Discuss Form

Patient Name: DOoB:___/__ [ ___

Permission to Discuss

I, the undersigned, give Thundermist Health Center permission to discuss my health information with:

Choose selection (select all applicable) (O  Medical (O Dental (O Behavioral Health
Name #1: Relationship:

Home Phone: Cell Phone: Work Phone:

Name #2: Relationship:

Home Phone: Cell Phone: Work Phone:

Choose selection (select all applicable) (O  Medical (O Dental (O Behavioral Health

| understand | can revoke this authorization at any time through a written or verbal statement to Thundermist. |
understand if revoked, it will apply to all individuals on this form.

Patient/Legal Guardian Signature:

Patient/Legal Guardian Print Name:

Date: / /

1S 11/24


https://nam11.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.thundermisthealth.org%2F&data=05%7C01%7CLeanneU%40thundermisthealth.org%7C4b9fda87e4cf45673bf708db37758dac%7C9fabf23bb81949f08f7261a90bf759ff%7C0%7C0%7C638164750267174410%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=uCtk3GvFEdd44ycseTTNKtEcbSTu2D2yQ%2FvTumBhTwU%3D&reserved=0

