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Request for Confidential Communication of Protected Health Information. 

 
 

 
I, ____________________________ give ICRM permission to disclose medical  
       (Patient’s Name - Please Print) 
 
information and/or test results to ______________________________________.  
 
Please list the relationship to the patient: ________________________________. 
 
 
     
____________________________    _________________ 
(Patient’s Signature)       (Date) 
 
 
 

 
 
 

I, ____________________________ give ICRM permission to disclose medical  
       (Patient’s Name - Please Print) 
 
information and/or test results to ______________________________________.  
 
Please list the relationship to the patient: ________________________________. 
 
 
     
____________________________    _________________ 
(Patient’s Signature)       (Date) 
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