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Authorization to Exchange Verbal Health Information  
For patients under the age of 18: 

DESIGNATION OF RECIPIENT(S) FOR VERBAL HEALTHCARE INFORMATION 
 Note: This form is used to provide advance permission for Jefferson Healthcare to discuss with or disclose protected 

health information to the persons listed below. 
Under Washington State laws, there are certain situations where a minor can receive treatment without parental 
consent: 

Care Age 

Emergency Medical Treatment Any Age 

Contraception and Pregnancy Care Any Age 

STI Testing and Treatment 14 and older 

Behavioral Health 13 and older 

Drug and Alcohol support 13 and older 

 

Patient Name: _______________________________________DOB_______________________ 

If you want Jefferson Healthcare to talk about your care with anyone else regarding any of the above reasons, 
we will need some details from you and your permission. 
 
Name:________________________________________________________________________ 
  
Telephone #:___________________________    Relationship:___________________________ 
 
Name:________________________________________________________________________ 
 
Telephone #:___________________________    Relationship:___________________________ 
 
Name:________________________________________________________________________ 
  
Telephone #:___________________________    Relationship:___________________________ 
 

I specifically authorize Jefferson Healthcare to discuss protected health information checked below:                                   

❏ Reproductive Care  ❏ Sexually Transmitted Infections (incl. HIV/AIDS)  ❏ Mental Health  ❏ Drug/Alcohol Abuse 

Voicemail 
Jefferson Healthcare may leave Protected Health Information related to these topics on my voicemail.   

❏ Yes      ❏ No   Phone Number:________________ 

This number belongs to (name, relationship):_________________________________________________ 

Minor Patient Signature: __________________________________ Date: ________________________ 

I hereby revoke the following authorization that I previously gave to Jefferson Healthcare for verbal 
disclosure of my protected health information: 

Date Previous Authorization to Use or Disclose Protected Health Information Was signed:___________ 
 
Minor Patient Signature:_______________________________________    Date:_________________ 

https://jeffersonhealthcare.policystat.com/policy/10606849/latest/

