
                     Authorization  to Release  
                    Medical/Billing Information 

I __________________________________, authorize Heartland 
Women’s Health, PA to release medical, scheduling and billing in-
formation to the following individual(s). I understand that if no 
person is listed, no information will be given to anyone on my be-
half. 

 

Name                                                   Relationship 
___________________________     _____________________________ 
___________________________     ____________________________ 
___________________________     _____________________________ 
 
 
                 


