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500 SE Plaza Ave
Bentonville, AR 72712
Ph 479.876.8111 ~ Fax 479.876.8110

    RELEASE OF INFORMATION
[bookmark: _GoBack]

The purpose of this form is to provide us with your preferences on whom we can and cannot release information to. This will allow us to provide you with the best care while maintaining your privacy.

May we communicate with you by mail sent to your home asking you to contact our office if we need to get in touch with you?	Yes	No

May we call you at work?	Yes	No

If your employer calls about you, can we release information to them?
Yes	No

Who may we release information to?
1) ________________________     (Relationship)_______________________
2) ________________________     (Relationship)_______________________

Is there anyone you specifically do not want any information released to? If so, whom? 	


Please list two telephone numbers where you can be reached: 
1)  __________________                   2) ____________________

If there are any changes in the information above, it is your responsibility to let our office know so that we may update our records. Thank You.


                                                                                                                  
Signature of Patient or Responsible Party	              Date
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