z
Lanier Family Healthcare, LLC

Gz;ry S. Orris, MD

Authorization to release information to Family Member or Friend

1, , am authorizing Lanier Family Healthcare, LLC.

{Patient’s Name)

to release any of my medical information to , if they

(Family Member or Friend)

should call or write on my behalf. This authorization is effective and will

(start date}

not expire until further notice in writing.

Signature

(Patient’s Signature)

Date

(Teday’s Date)

OPT to Decline

(Patient’s Signature}

5830 Bond Street « Suite 200 « Cumming, GA 30040
770.205.5518 (Phone) » 770.205.5519 (Fax) « www.LFHLLC.com



http:www.LFHLLC.com

