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KENDRICK REGIONAL'CENTER FOR COLON & RECTAL CARE, LLC

PERMISSION TO DISCLOSE PROTECTED HEALTH INFORMATION TO THOSE
INVOLVED IN THE PATIENT’S CARE AND FOR NOTIFICATION PURPOSES .

.| Patient's Name:

fest . Fist ‘Middle Inial
Heme Address:
| CHy—" o e Stéte_______. ZipGode__._|
.Hc—lﬁe Telephone: ‘Date of Birth:

I, - -  request that Kendrick Regionzl-Center for Colon & Reciz
‘Care,-LLC cisclosz 1o the-following family members or friends my preteeted hezith: informatior
that'is dirsctly relevant to such person's involvement with my care or payment related to my care.
Kendrick Regional Center for Colon & Rectal Care, LLC may also use or disclose this information
as necgsszry o notify the fellowing individuals of my general condition, location or dszth.

Pleass list 2ny fzmily or friends that would be with you &t the time of g procedurs, or might call
the decior with any questions-this gives us permission to release any necsssary information..
(List igme, phone number, and reiztionship to patient) -

- Signature of Patient (or Healthcars Repreéenta’tive) B Date

o ;;aiient is urizble to sign, but circimstances are such thatit can be rezsonzbly infarrsd that the
patient intends to consent o such disclosure, so note by checking and initizling .here: O




