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Valdosta Specialty Clinic 

 

AUTHORIZATION TO DISCUSS 
              PROTECTED HEALTH INFORMATION 

 

        PLEASE NOTE:  THE PRACTICE IS NOT REQUIRED TO AGREE TO YOUR REQUEST.  PLEASE SEE  
        OUR NOTICE OF PRIVACY PRACTICES FOR MORE INFORMATION REGARDING SUCH REQUESTS. 
 

 

Patient Name:  
 

Address: 

 
 
Phone Number: 

 

Date of Birth: 

 
Physician Name: 
 
 

As witnessed by my signature below, I, ____________________________________________, 
 
authorize Valdosta Family Medicine Associates, P.C. to discuss my protected health information 
with: 
Name:     Relation:    Phone: 
__________________  ___________________  _______________ 
 
__________________  ___________________  _______________ 
 
__________________  ___________________  _______________ 
 
This permission remains in effect until a signed notice by me causes it to be null and void. 
 
              
Signature of Patient or Personal Representative  Date 
 
If signed by a Personal Representative, please state your authority to act for the Patient: 
              

 
 
 
 
 

THIS SPACE TO BE USED BY PRACTICE ONLY.       DATE RECEIVED: 

REQUEST ACCEPTED OR DENIED: 
 
NOTIFICATION/ADDITIONAL DOCUMENTATION REQUIRED: 
 
NAME OF PERSON REVIEWING REQUEST: 

DATE: 

Endocrinology 
Jennifer Lawrence, MD 
 

 
Internal Medicine 
Jessica White, DO 
 
Rheumatology 
William Tidmore, MD 

 

Family Medicine 
 

Leon Smith, MD 
 

Stewart Williams, MD 
 

David Pierce, MD 
 

Craig Bishop, DO 
 

Daniel Bennett, MD 
 

Karly Bishop, DO 
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