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HIPAA Communication Form 
I, _______________________________ give permission to Hart and Arndt Family Health, to share my health information with the following individuals who are involved in my care: 
Name  	 	                 Relationship  	 	       Contact Phone Number 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ _______________________      _______________________      __________________________ 
 
Signature_____________________________________     Date__________________________ 
Print Name_________________________________          Date of Birth____________________ 
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