Davirl V. Spurlin, M.D.

Member Of:

Request for Family Member to have access
to Protected Health Information

Patient Name:
Date of Birth: / /

I,

authorize Pinnacle Dermatology to disclose my Protected Health
Information (PHI) including billing information, to the following

family members:
Name Relationship
L.
2.
3.

T understand I may revoke this authorization by sending a written
request for revocation to Pinnacle Dermatology. I understand that
when Pinnacle Dermatology discloses this information pursuant to this
authorization; the information may no longer be protected by federal
or state privacy rules and may be subject to re-disclosure by the
recipicnt of the information.

T understand and agrec to the terms of this authorization:

Patient Signature Date
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