
    
 

 

 

               Consent to give information 

 

 

 

 

 

 
 

I,______________________________, give permission to Dr Graham and her employee/associates 

to give information to my parents/spouse regarding Financial information and treatment needed. I 

am aware of my rights to privacy, HIPPA notice of privacy practices act of 1996, and release Dr 

Graham and her employees/associates from any liability concerning the release of this information. 

 

 

 

 

 

 

 

 

 

 

 

 

Signature_______________________________________Date:___________________ 

 

 

 

Witness________________________________________Date:____________________ 

 


