
Healthcare Provider Consent for Insurance
Disclosure
Patient Name

Date of Birth

Insurance Policy Number

Phone

Consent Statement

I hereby authorize my healthcare provider to disclose medical information relevant to my insurance claims to my 
insurance company. This information may include diagnosis, treatment, and other information necessary for 
claim processing. I understand that this consent is voluntary and can be revoked by me in writing at any time.
        

Please check to confirm:

 I have read and understand this consent form.

Patient/Authorized Representative Signature

Date

Provider Name (printed)

Date
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