
Consent to Release Information             Foster-Johnson Health Center 

ALL SECTIONS ARE REQUIRED.  MUST PROVIDE PHOTO ID PRIOR TO RELEASE OF INFORMATION.  

1. I AUTHORIZE THE FOLLOWING PROTECTED HEALTH INFORMATION TO BE RELEASED FROM THE HEALTH RECORD OF: 

  

Last Name                                                             First name          Date of Birth (MM/DD/YYYY)  

   

Phone Number                      G Number          


