
Authority To Release Health Information 

 
 

 

I, , of the 
address 

 

- --------------------------- hereby authorise and instruct Western Health to release 
my health information to 

 

After this authority has been received by Western Health, I authorise you to 
provide any additional documentation as needed hereafter. 

 
 

 
 Signature: Date: 

 
 

 
 

 


