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Authorization to Communicate PHI 
 
Patient Name: ______________________ 
Date: _____________________________ 
Provider: __________________________ 
 
I hereby authorize The Pearl Health Center Provider(s) and Medical Staff to communicate with 
the following individual(s) regarding my medical status and/or conditions: 
 
______________________​      __________________      ____________________ 
Name​ Relationship​ Phone Number​  
 
    I hereby revoke this authorization on _______________________________________ 
 
 
______________________​      __________________      ____________________ 
Name​ Relationship​ Phone Number​  
 
    I hereby revoke this authorization on _______________________________________ 
 
 
______________________​      __________________      ____________________ 
Name​ Relationship​ Phone Number​  
 
    I hereby revoke this authorization on _______________________________________ 
 
 
    I hereby revoke this authorization on _______________________________________ 
 
 
 
Patient Signature: _________________________________ Date: _______________________ 


