Blue Ridge Family Physicians, PLLC

WITHDRAWAL OF CONSENT TO USE AND DISCLOSE HEALTH INFORMATION

I withdraw my authorization for Blue Ridge Family Physicians, PLLC to use and disclose a copy of the specific health and medical information described below.

Name of Patient:   ______________________________________________________________________

DOB/SSN: ___________________________________________________________________________
Description of information on above named patient to be used disclosed:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
The following individuals need to be made aware of my Withdrawal of Consent

	Name Organization 
	Address
	Phone Number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


_____(initials)I understand that Blue Ridge Family Physicians cannot retrieve information released prior to the date of this Withdrawal.

By:   _____________________________________   Date:__________________



         (Patient)

Or By: ___________________________________    Date: _________________


        (Patient’s Representative)

Description of Representative’s Authority __________________________________________________ ____________________________________________________________________________________

____________________________________________________________________________________
