
Dear CMS patient:  
 
Our physicians receive numerous requests to speak to others regarding your 
medical condition(s). 
 
Please list below the names of those people CMS providers are authorized to 
speak to regarding your medical condition(s).  
 
 
_________________________________________________________________ 
 
 
_________________________________________________________________ 
 
 
_________________________________________________________________ 
 
 
_________________________________________________________________ 
 
 
_________________________________________________________________ 
(Please line through space not used) 
 
 
Patient name:  ___________________________________________ 
 
Date of birth:   ___________________________________________ 
 
Signature of patient:  ___________________________________________ 
 
Date:     ___________________________________________ 
 
 
 
This authorization is valid until revoked in writing. 
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