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| do hereby give my consent to and authorize

(name of organization)

to release unto East Tennessee Children’s Hospital medical information on

(patient’s name)
(Patient’s date of birth: ) who was treated by you. This information will be used for

the following purpose:

The following information is requested:

| understand that:

+ This authorization is valid unless or until | revoke it in writing.

+ Revoking the authorization will not apply to any records released prior to the date | revoke the authorization.
+ My refusal to sign this authorization will not affect treatment, payment, enroliment, or eligibility for benefits.

Print name: Date:

Signature:

(parent, patient or other authorized party)

Relationship to patient:

Witness
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