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CONSENT TO RELEASE INFORMATION 
 
 

I, ______________________, authorize Physicians For Women, P.C. to  
 
discuss my care and treatment with, and to release any and all medical and  
 
incidental information to ____________________________________.  This  
    (Name)                       (Relationship)  
consent is for present and future medical care and treatment and will remain 

in full force and effect until revoked in writing by me. 

 

 
___________________________________         ______________________ 
                Patient                                                                Date 
 
___________________________________         ______________________ 
                Witness                                                                 Date 


