
Authorization for Release of Protected Health Information for Disordered Eating 
Patient Name: DOB: B-Number

Print Clearly 
Legal Name: Phone/Cell: 
Home Address: 


	Date: 
	Patient name: 
	date of birth: 
	B-Number: 
	Legal name: 
	Phone/cell number: 
	Home address: 
	If not the patIent name of person sIgnIng form: 
	AuthorIty to sIgn on behalf of patIent: 
	Signature of patient or representative authorized by law: 


