
Authorization for Release of PHI 
(Private Health Information)

  
Please list names of people (family members/friends) that San Juan Urology can talk to 
in regards to your health information should they call our come in.  Without your 
authorization San Juan Urology can talk to NO ONE regarding your health information. 

Please list all names below.

 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Patient Name (please print) _________________________________

Patient Signature _________________________________________                                                                                     

Date _____________________

DOB _____________________


