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AUTHORIZATION FOR USE AND DISCLOSURE OF INFORMATION

PATIENT RELEASE FORM



This form authorizes ________________________________________________ to release copies of my audiograms to:



Kim Fishman Audiology, LLC
11 10th Ave S
Hopkins, MN  55343
TEL:  952-767-0672
FAX:  952-500-9955  (preferred)




[bookmark: _Hlk487444806]Patient Name: __________________________________  Date of Birth: ___________	


Address: ______________________________________________________________



Patient Signature: _______________________________________ Date: ___________
(or Legal Guardian / Authorized Representative)
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