MOAL|C

MeserebeTE AUTHORIZATION FOR
VERBAL DISCUSSION OF

PROTECTED HEALTH

INFORMATION

Patient NamME: .....c.coeiiieie et e s st snesnstans Date of Birth: ....ccccoeee / e [

Preferred Phone NUMDET: ........ccoevvieieceicriees e et eeeene

I authorize MoZaic Care to discuss my health information, in person or by telephone, with the following person/s
involved in my medical treatment and care (friend, family member, medical provider, etc.):

1500 LT PP
Relationship: ..o i Phone NUMDET: ..ot e e e sraeneees
1500 L P
Relationship: ..o i Phone NUMDET: ..ot e s s e sraeneees

This authorization is valid indefinitely. I understand that [ have the right to revoke this authorization at any time, except
where information has already been released. My revocation must be submitted in writing, signed by me, and sent to
MoZaic Care.

Patient SINature: ... s e Date: .o e



