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PSFM FORM – PERMISSION TO SPEAK TO FAMILY MEMBERS


PLEASE SELECT A or B


A. ________	         I, _______________________________ decline having any of my medical/billing information released to anyone.




B. ________	         I, _______________________________ give permission for Urban Family Practice physicians/and or staff to release or discuss lab results or any other information including, but not limited to, information in my medical/billing records with the following person(s) listed below. 



________________________________		Relationship _________________________

________________________________		Relationship _________________________

________________________________		Relationship _________________________

This release s of information shall be in effect until revoked by me in writing.



Patients Name (Print) _________________________		DOB: __________________

Patients Signature:     _________________________		Date: __________________

Witness: ________________________________________		Date: __________________

Account# __________________
