
SHERIDAN MEMORIAL HOSPITAL ASSOCIATION 
PATIENT CONSENT AND AUTHORIZATION 

FOR ACCESS TO FINANCIAL RECORDS 

 
 

I,        , hereby authorize Sheridan  
                         (Name of Patient) 

Memorial Hospital Association to disclose the following financial records: 

               
(Type of Financial Records, ex. Statements, Payments, Services Rendered) 

To                
                                                                                                    (Name of Person (s)) 
 

 

I understand that this authorization can be revoked by me in writing or verbally at 
any time before or after my financial records, as described above, are disclosed 
and that this authorization is valid for         . 
                    (How long authorization is valid, ex. 1,2,3 month(s)) 

 

               
                                     (Date)             (Signature of Patient) 
  
        
 
        

                (Address of Patient) 

  

        
                     (Phone Number) 
 
 

Verbal Permission received by:         
       (Employee Name) 
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