
 
 
 

I authorize AWH to discuss my Protected Health Information with the following person/s: 

 

Name: _____________________________________________ 

Date of Birth: ________________________________________ 

Relationship: ________________________________________ 

 

Name: _____________________________________________ 

Date of Birth: ________________________________________ 

Relationship: ________________________________________ 

 

Name: _____________________________________________ 

Date of Birth: ________________________________________ 

Relationship: ________________________________________ 

 

Name: _____________________________________________ 

Date of Birth: ________________________________________ 

Relationship: _______________________________________

Signature: ____________________________________________ Date: ______________________________ 

 

 

 

I would like to REMOVE the following person/s from having access to my Protected Health 
Information: 

Name: _________________________________________ 

Date of Birth: ____________________________________ 

Name: _________________________________________ 

Date of Birth: ____________________________________ 

 

Signature: _____________________________________________ Date: ________________________________ 

 


