
                                           Southern Vermont Audiology 

                    Authorization to Discuss Healthcare 

Date :_________________________________ 

Patient Name:__________________________ 

Date of Birth :___________________________ 

 

I authorize Southern Vermont Audiology to discuss my healthcare and Protected Health 

Information with the following: 

 

Name:                                                                                        Relationship to Patient: 

 

____________________________                                     _____________________ 

 

____________________________                                     _____________________ 

 

____________________________                                     _____________________ 

 

____________________________                                     _____________________ 

 

 

 

Signature of patient or Patient 

Representative_________________________________________Date:___________________ 

 

Relationship to patient_____________ 

 

 


