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I hereby authorize the office of Premier Women’s Health to release any medical information
required in the course of examination and treatment and permit payment directly to them any 
benefits due for services rendered. I recognize and accept responsibility for services rendered
regardless of insurance coverage. I authorize this office to use “FAX” as a means of rapid 
communication with other physician’s offices, pharmacies, laboratories and insurance companies 
that are pertinent to my care. I understand that this office follows HIPAA protocols and protects my 
privacy as a patient. By signing this form, I am consenting to medical treatment.

I have read and understand the above statements.

 




