
AUTHORIZATION TO RELEASE/EXCHANGE 

INFORMATION – PERSONAL CONTACTS 
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File Location: Consents Prepared by: Front Desk 

Patient Name          

Date of Birth          
 
I authorize IU Health Proton Therapy Center to exchange information 
with family members/ personsfamily members/ personsfamily members/ personsfamily members/ persons listed below: 
 

NameNameNameName    Relationship to PatientRelationship to PatientRelationship to PatientRelationship to Patient    
Street AddressStreet AddressStreet AddressStreet Address    
City, State, ZipCity, State, ZipCity, State, ZipCity, State, Zip    

PhonePhonePhonePhone    

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 
Patient Signature          Date      
 
Guardian Signature          Date      
 Relationship � Parent  � Legal Guardian  � Court Appointed Representative  � Other      
 
IU Health Proton Therapy Center Staff Signature       Date      
 

FOR OFFICE USE ONLY 

AFFIX PATIENT LABEL HERE 


