Representative’s Signature: Date / /

Relationship of representative to the patient: ___ spouse; __ son/daughter;
___POA; ___ Guardian; ___ Executor; __ other
Representative's Phone Number: ( ) -

Address of Representative.

If the patient is unable to sigh, please document whyl the péﬂéht cannot sign.

Reason Patient is unable to sign:

All patienl health care information is considered confidential. We are requirced by law to maintain the privacy of canfidantial health
information known as Protecied Health Information (PHI). According to the Hea th Insurance Portability and Accountability Act of 1996, PhI
may be made available without your written cansent for purposes of treatment, billing, and health care operations including. but not limited
to, quality assurance and training. Release of PHI far purpeses other than those slated above is restricted to insure protection of your

privacy.

Please direct any questions regarding this authorization form or release of PHI to
our billing office: 570-748-7400

This form may be mailed to our billing office:
Pleasant Valley Family Medicine
208 E Church Street Suite 100 Lock Haven, PA 17745




