 MACROBUTTON clinicname DOCTOR OR CLINIC NAME 

Consent For Release of Information To  MACROBUTTON Clinic [ doctor or clinic name ] 
Patient Name:


Date of Birth:


I, the undersigned, hereby give my authorization to:

 MACROBUTTON  doctor [ doctor's name ] 
 MACROBUTTON address [ office address ] 
 MACROBUTTON telephone [ telephone number ] 
To receive information regarding my condition and treatment from:

Insurance Company: 


Broker / Case Worker: 


W.I.S.B. 


Family Physician: 


Legal Representative: 


X-rays / Laboratory: 


Other: 



Patient Signature: 



Date: 



Witness Signature: 
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