PYMA NEUROLOGY

HIPPA AUTHORIZATION ACKNOWLEDGEMENT

| hereby give my consent for my physician’s office to provide information pertaining to my medical history,

labs and all test results to:

Spouse: Phone #:
Child: Phone #:
Parent: Phone #:
Other: Phone #:

Please list any information that you would NOT like to be released and to whom:

The following information will assist the office in contacting you with any medical information. We will
maintain this form in your medical record. it will remain effective until you further notify our office for any

changes.

Patient Name: DOB:

Authorized Person Name: Relation:

Signature: Date:




