
 

 

 

 

HIPAA Authorization Form for Family Members/Friends 

 

I, _____________________________, give permission for all my health care and dental services 

providers and payers to disclose and release my protected health information described below to: 

Name(s): Relationship: 

______________________________ _____________________________________ 

______________________________ _____________________________________ 

______________________________ _____________________________________ 

 

       Signature:__________________________     Date:__________________ 


