Patient Information Release Form
I ________________________ consent to the release of all medical information on file at the White Crane Clinic, as well as, any verbal clarification of Physician notes, diagnosis and treatment method, or prescription related information to _______________________________. This consent can be cancelled in writing at anytime by the patient and will be effective as of the date of the signature.
_________________________ Patient Signature

_________________ Date

_________________________ Witness                               _________________ Date

------------------------------------------------------------------------------------------------------------

Cancellation of Consent

_________________________ Patient Signature

_________________ Date

_________________________ Witness                               _________________ Date

