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Release of Medical Information

Patient Name: ______________________________	Date of Birth: ____/____/________
MR#_________________________
Phone Message/Contact Authorization:  
Do the physicians and staff of Midwest Orthopaedic Consultants have your permission to leave messages containing medical and/or financial information on your answering machine/voice mail?	 	______Yes		______	No
Preferred phone number:(         ) ________________
*Your appointment date, location and time of your appointment will be left on your answering machine/voicemail.
Authorized Representatives: 
The individual(s) named below will also be your emergency contact (s) unless you specify otherwise.  I give authorization to the doctors and staff of Midwest Orthopaedic Consultants to discuss my medical and or financial information with the following people.   ______
							initials

The individual(s) named below are 18 years or older and may pick up my prescription (s) if I am unable. The designated individual will be asked to provide a photo ID when picking up prescription. 
_______ 
Initials     

	Name
	Relationship
	Phone

	

	
	

	

	
	

	

	
	



Signature of Patient: _______________________________     		Date:   ___________________
Signature of Authorized Representative: _________________________   Date:  ___________________

This consent expires one year after the date of signature.
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