
Sherwood	
  Family	
  Medicine	
  	
  	
  Result	
  Notification

I,_________________________________________________________,	
  

authorize	
  Sherwood	
  Family	
  Medicine	
  employees	
  to	
  leave	
  messages	
  at	
  
the	
  following	
  phone	
  number	
  in	
  regards	
  to	
  results	
  of	
  tests

(labs,	
  diagnos?c	
  imaging)	
  ordered	
  by	
  my	
  provider

Phone	
  #______________________________________

This	
  authoriza?on	
  will	
  remain	
  in	
  effect	
  while	
  you	
  are	
  under	
  care	
  at	
  
Sherwood	
  Family	
  Medicine.

I	
  understand	
  I	
  can	
  revoke	
  this	
  authoriza?on	
  at	
  any	
  ?me	
  in	
  wri?ng.

_____________________________________	
   _____________

Pa?ent	
  Signature	
   	
   	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date


