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Consent withdrawal form



Patient’s name : ________________________________________________________________
Patient’s first name :  ____________________________________________________________
Phone number : ________________________________________________________________
Email address : _________________________________________________________________


By this form, I, (first name last name) ______________________________, request the withdrawal of my consent to the future use or disclosure of my personal health information by Portable EHR, except where the use or disclosure of the information is permitted by law.

Add reasons for withdrawing consent and send relevant documentation, if any, to privacy@portableehr.com. (Optional)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________




_________________________________				_______________________
Requester’s signature							Date (yyyy-mm-day)
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