
 LIMITED AUTHORIZATION & RELEASE OF INFORMATION


I authorize ____________________________ to conduct the following transactions on my behalf:    
      (Name of person)
 

    

   

 

 

 

For the time period:    ________________    to    _________________
(Beginning Date)                           (End Date)

               Good for one year.

_________________
  Date

________________________________
Signature 

     
________________________________
Print Name 

     

11/19/2020

Make Appointments

Insurance/Billing

Get Results

Talk To Nurse or Provider

Other
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