Release of Information to Family Members
Name of Patient:  ________________________________

I give permission to Washington Hematology-Oncology to speak to/release medical information regarding my condition to the following people:

(Include the last four digits of their Social Security number or their mother’s maiden name for verification purposes. Thank you.)

_____________________________ 

________________

_______________
Name






Relationship


Last four digits of SS# 
or Mother’s M.N.

_____________________________ 

________________

_______________

Name






Relationship


Last four digits of SS# 

or Mother’s M.N.

_____________________________ 

________________

_______________

Name






Relationship


Last four digits of SS# 

or Mother’s M.N.

_____________________________ 

________________

_______________

Name






Relationship


Last four digits of SS# 

or Mother’s M.N.

_____________________________ 

________________

_______________

Name






Relationship


Last four digits of SS# 

or Mother’s M.N.

I understand that I can rescind this authority, only in writing, at any time. 

_________________________________________



__________________________

                           Patient Signature





                      Date
