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I understand that no personal medical information shall be released to 
anyone. However, I am giving my permission to Dr. Poppy Daniels, MD to 
discuss my personal medical information to the following as listed below: 
 
 
 
Name: Relationship: Phone Number: 

   

   

   

 
 
 
 
Furthermore, I permit a copy of this authorization to be used in place of the 
original. 
 
 
 
 
 
Signed:_____________________________   Date:____________________ 


