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MUSC Health at he Citadel 
Authorization to Disclose Protected Health Information 

Page 2 of  
Form Origination Date: 6/2022 

Patient Name 

MRN 
PATIENT IDENTIFICATION LABEL Version: 1 Version Date: (6/2022) 

authorization_PHI_Citadel OTE/OTC# 700939 Review Date.(6/2022) 

I understand that any disclosure of information carries with it the possibility of unauthorized disclosure 
by the person/organization receiving the information. Upon request, I understand I will be given a copy 
of this authorization. Parental consent for release of health information is not required for students who 
are 18 years or older. 

Signature of Patient or Legal Guardian/Representative Date 
(or Student if 18 years or older or otherwise permitted by law) 

Witness Printed Name Witness Signature Date 

Printed Name Patient or Legal Guardian/Representative Date 
(or Student if 18 years or older or otherwise permitted by law) 

Relationship to Patient 
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Name of health care professional (print or type)_______________________________________ Date:_______________________

Address: ______________________________________________________________________ Phone:_____________________

Signature of health care professional:___________________________________________________________ DO, MD, NP or PA
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