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Comprehensive Holistic Health & House Calls 

Division of Holzer Enterprises               www.holzerent.com
Lynne Odell-Holzer, RN,NP 

Full spectrum of non-emergency medical health care

services delivered by Nurse Practitioners

for your primary care physical and mental health needs

Consent for Release of Information

Person’s Name:________________________________________________________________________________________

Date of Birth:____________________________________________________________________________  Gender:   M     F

I hereby authorize and request:____________________________________________________________________________

     _____________________________________________________________________________

     _____________________________________________________________________________

    _____________________________________________________________________________




    Phone:________________________________ Fax: ___________________________________

To release and/or receive confidential professional health related information with Comprehensive Holistic Health & House Calls (CHHHC), including medical reports, legal documents, psychological evaluations, school reports, psychiatric reports, etc. that may be needed for the optimum patient care.  I understand that none of this information may be re-disclosed and that confidentiality of the patient and family will be maintained at all times.  I also understand that I have the right to cancel permission to release information at any time by informing a professional staff member who will record the date, time, and reason of the cancellation.

Information requested:___________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Release of information is occurring with the knowledge and full consent of a competent adult person/parent/guardian.  The only time information may be released without the advance permission of a responsible adult is if subpoenaed by a court of law, if the patient is in danger of harming self or others, or there is a suggestion of abuse.

Consent to release appropriate records to your insurance company occurred when you signed their waiver and again when you signed the insurance reassignment agreement.

Signature:_____________________________________________________________________  Date: __________________




Patient

Signature:_____________________________________________________________________  Date: __________________




Parent/Guardian

Signature:_____________________________________________________________________  Date: __________________




Witness


Phone: (315) 622-9241

Fax: (315) 622-9241

7751 Treadmill Circle


Liverpool, NY 13090-2427
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