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Disclosure Consent Form
 

I ________________________ give permission for Primary Medicine of North Texas to 
 
disclose medical information to ____________________________________ . 
 
I understand that without written documentation from myself, any and all 
 
personal information may be held by Primary Medicine of North Texas.
 
 
Information that may be disclosed:
 
° Lab results   ° X-Ray results  ° Prescription Information  ° Appointment Date 
 
°Authorization to pickup prescriptions from this office 
 
° Other________________________________________
 
 
 
 
 
Patient Signature _______________________________ Date _________________
 
 
 
Witness Signature ______________________________ Date _________________
 
 

Dr. Robert J. Hernandez, M.D.


