[image: ]

Patient Confidentiality Instructions

Patient Name: ______________________________________________

It is important for us to honor the confidentiality between patient and provider. 
PLEASE CHECK YOUR PREFERENCE BELOW.

___________________ You may discuss my medical information ONLY with me.

___________________ I give my permission to discuss my medical information with the following people:

Name: ____________________________________________ Relationship: _________________________

Name: ____________________________________________ Relationship: _________________________

Name: ____________________________________________ Relationship: _________________________



____________________________________________________          ________________________
Patient signature                                                                                              Date
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