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Patient Name

Date of Birth Social Security #

I authorize All About Women of Christiana Care, Inc. to disclose my health and medical
information to the following individuals other than myself: (Do not list physicians;
they are covered under your HIPAA privacy practice notice. If you do
not want anyone to have access to your information, please write “do

not release”. This form allows All About Women of Christiana Care, Inc. to
discuss medical findings with the individuals listed below unless otherwise noted.

PLEASE DO NOT LEAVE BLANK.

Name Relationship

I understand that I may revoke this authorization at any time. The revocation must be in
writing and submitted to All About Women of Christiana Care, Inc. This authorization
permits All About Women of Christiana Care, Inc. to release your medical information
and test results to the persons specified above.

Patient Printed Name Date

Patient Signature



