
MATHIESEN MEMORIAL HEALTH CLINIC 
“Close to home… far from ordinary” 

 

Name Relationship Phone Number 

Please select authorized clinics: Information authorized to discuss: 

 Primary Care, Dermatology, Walk-In Clinic, and Dental

 Acupuncture, Red Feather Clinic, and Behavioral Health

 Other- Please Specify: __________________________

 Appointment Scheduling

 Treatment Details

 Lab and Test Results

 Insurance and Billing Information

 All Medical and Financial Information

This authorization will expire six months from the date signed, unless an alternate expiration date is noted here: __________ 

 

 

Staff Use- Clinic accepting Patient Authorization form: 

 Primary Care

 Dental Clinic

Name Relationship Phone Number 

Please select authorized clinics: Information authorized to discuss: 

 Primary Care, Dermatology, Walk-In Clinic, and Dental

 Acupuncture, Red Feather Clinic, and Behavioral Health

 Other- Please Specify: __________________________

 Appointment Scheduling

 Treatment Details

 Lab and Test Results

 Insurance and Billing Information

 All Medical and Financial Information

This authorization will expire six months from the date signed, unless an alternate expiration date is noted here: __________ 

PATIENT AUTHORIZATION TO DISCUSS PROTECTED HEALTH INFORMATION 

Do you give our office permission to discuss your medical and/or financial information with a person(s)? 

Yes  No (If yes, please provide additional information below) 

May we leave personal medical information on your answering machine, voicemail, email, or text message:     Yes   No 

Patient Name: __________________________________________ Date of Birth: ____ / ____ / ________ 

Patient Signature: _______________________________________ Date: ____ / ____ / _______ 

Inability to obtain acknowledgement 

To be completed only if no signature is obtained. If it is not possible to obtain the individual’s acknowledgement, describe the 

good faith efforts made to obtain the individual’s acknowledgement, and the reason why it was not obtained. Patient reason for 

refusing or inability to sign acknowledgement:  

_______________________________________________________________________________________ 

Patient Label 
 Red Feather Clinic

 Wellness Center

 Acupuncture Walk-In Clinic

Staff Initials: _____________ 
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