








   
 Authorization for Release of Patient Information/Minor Consent to Treat  
 Health First Internal Clinic Use Only  
 
GENERAL PATIENT INFORMATION:(please print) 
 
 Name of patient: ______________________________    Date of Birth: __________________________ 
 Relation to minor: ______________________ Phone Number: _________________________________ 
 Address:  ____________________________________________________________________________ 
 
I ___________________________________________ (please print) do hereby Authorize the following 

individuals to bring my minor child/children to appointments at Regional Health Care Affiliates, Inc. dba 

Health First Community Health Center in my absence. I hereby grant permission for them to have future 

decision-making ability in my absence.  

NAME                                             TELEPHONE                                     RELATIONSHIP TO PATIENT  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

I hereby authorize Regional Health Care Affiliates, Inc. dba Health First Community Health Center, to 
release to the person(s) listed below any information regarding my care, diagnoses, appointment times, 
test results, procedures, behavioral health information, HIV/AIDS status, or prognosis at any time. 
NAME                                             TELEPHONE    RELATIONSHIP TO PATIENT 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 
__________________________________                                       _________________________________ 
Signature of Patient or Responsible Party   Date 
 
__________________________________                                         __________________________________ 

Witness                                                                                                    Date 

Note: This information and directions will remain in force until the patient or responsible party 

revokes the document. 


