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Authorization to Release PMI (Personal Medical Information) to someone other than the patient
I authorize I-Health and Burnsville Family Physicians to release medical, diagnostic and or billing information to the following person(s) as noted below. This information may include but is not limited to test results, scheduling information or claim information that affects the outcome of a bill. This release will be valid for 2 years from the date signed below. 

Name: ___________________________________________________________

Relationship to person authorizing release: _______________________________


Name: ___________________________________________________________

Relationship to person authorizing release: _______________________________


Name: ___________________________________________________________

Relationship to person authorizing release: _______________________________


By my signature below, I acknowledge that I understand and agree to the release above. 

Date: _____________________   Signature: _________________________________ 
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