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 AUTHORIZATION FOR VERBAL COMMUNICATION (ONLY) 
This form allows for sharing verbal information with another person. No paper records will be sent. 

For individual use only - please do not add multiple names. 
 

Patient Name: __________________________________________________ Date of birth: ______________________ 

Address: _________________________________________________ Phone: _________________________  

Reason for Release: Please choose the reason(s) for the release of your information: 
 Coordination of care    Legal purposes        
 Family Involvement/Support  
 
I authorize CHC to disclose my medical record, including medical, mental health, psychiatry, and dental, for the 
purpose of verbal communication. 
 
Information RELEASED TO: __________________________________________ Phone: _______________________ 
 
Relationship to me: _______________________________________________________________________________ 
 
Date upon which this consent will expire: ______________________________________________________________ 
 
I understand that if I do not state the date of expiration above, then this consent will expire three years from the last date of service 
to me at CHC. I understand that information released may include medical, psychiatric, mental health and/or drug and alcohol 
records. I understand that my Medical Records are protected under the Health Insurance Portability and Accountability Act of 1996 
(“HIPAA”), 45 Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for by state and 
federal regulations. A photocopy or facsimile of this consent is valid as is the original. I understand that I might be denied services if I 
refuse to consent to a disclosure for purposes of treatment, payment, or health care operations. I will not be denied services if I 
refuse to consent to a disclosure for other purposes. I understand that I may revoke this consent at any time. My decision to revoke 
this consent will not affect the records that were previously released under this consent. You are authorizing the Community Health 
Centers of Burlington to disclose your records in the following formats: verbal. 
 
 

Patient Signature: _______________________________________________________________ Date: _______________________ 
 
Parent, Guardian, or Legal Representative Signature: ___________________________________ Date: ______________________ 
 
Describe authority to sign on behalf of patient: ________________________________ Contact number: _____________________ 
 
 
 
 
 
I hereby revoke this consent on: _________________(date)  Signature:_______________________________________ 
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