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Release of Medical Information 
 

I authorize the staff at Urologic to discuss my medical information with the following persons. This authorization shall 
remain in effect until such time as it is withdrawn by me in writing. 
 
__________________________________  Relationship _______________________  Phone _____________________ 
 

__________________________________  Relationship _______________________  Phone _____________________ 

 
__________________________________  Relationship _______________________  Phone _____________________ 
 

__________________________________  Relationship _______________________  Phone _____________________ 

 

 
 
 
Signature ______________________________________________    Date ____________________________ 
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