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Patient Confidentiality Form 
 

 
 
 
I _____________________________give my permission to Milne Medical Center 
 
to speak to _____________________name of person 
 
relationship to me_______________ regarding my health condition and treatment plans. 
 
 
 
I understand the HIPPA laws and do fully release Milne Medical Center 
 
from any confidentiality restriction with regards to my care. 
 
_________________________________name       ________________date 
 
 
 
 
 
Additonal family members who may receive my health information. 
 
_______________________________relationship________________ 
 
_______________________________                   ________________ 
 
_______________________________          ________________ 


