
Florida Medical Clinic, P.A.
Authorization to Verbally Share Protected Health Information

I authorize FLORIDA MEDICAL CLINIC to verbally share protected health 

information with the following persons:

Patient Name: Second Form of Identification
(DOB/Account#)

This includes (please check all areas that apply)

All Medical Information

Lab  Results
X-ray Results

Medication (Rx Renewal and Pickup)

Telephone Consults

Hospital Information

Insurance Information
Dialysis Clinic Information

Appointment Information

Other (please specify)

This authorization will be in effect until authorization is revoked.

Patient’s Signature ______________________________________ Date _______________

FMC Personnel_________________________________________ Date _______________

Last Name First Name Relationship Phone #

1.

2.

3.


