
 

 

 

 

Authorization to Disclose Health Care Information  

 

We may disclose personal Health Care information to: 

_____________________________________________________________________________ 

______________________________________________________________________________ 

 

 

Name:_____________________________________________________________________ 

Date:______________________________________________________________________ 

Signature:__________________________________________________________________ 

 

 

 

 

 

 

 

 

   

1341 West Mockingbird Ste 240 Dallas, TX 75235 ● (469)713-7265 


