INSPIRE

PATIENT PERMISSION TO COMMUNICATE INFORMATION WITH
DESIGNATED INDIVIDUALS

Our physicians and staff know that communicating with you about your healthcare is important. By completing this form, you
give us permission to provide messages, and/or discuss information about your healthcare with the individuals designated
below. | understand that | may cancel or update this information at any time by notifying a representative of the physician
office.

| give permission to allow physicians and staff to discuss relevant medical, billing, and insurance information with the
individuals listed below (examples, spouse, relatives, friend, etc.). | understand that my healthcare provider will use
professional judgment to determine what information about my healthcare may be discussed with the designated individuals
below*:

Involved Individual Relationship to Patient Phone Number

Patient/Authorized Representative
Signature** Date Time

Printed Name of Authorized Representative:

Relationship to Patient:

**|f signed by a patient-authorized representative, supporting legal documentation must accompany this authorization form.

*Inspire Oncology expressly reserves the right to disclose information to others who may notbe on the list if and to the extent allowed by HIPAA, including
but not limited to disclosures for treatment, payment or healthcare operations.
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