Patient Consent and Release 
for Exchange of Information
Application for the Provision of Care
I certify that the information I have provided in my application is accurate and true to the best of my knowledge and belief.  I understand that even if my application is approved, services are not guaranteed.  I also understand that other documents will be required to provide proof of income.  I give permission to verify my income through the Department of Social Services, Social Security Administration, my employer, Veterans Administration and any other company, business, or organization from which I receive income.
By signing the enclosed application, I authorize representatives of ___________ _________ Patient Assistance Program to ask necessary information of my health care providers, to complete applications for medication assistance and to share this information with pharmaceutical companies as required. 

Patient Signature Authorization
I give permission to the representative of the Patient Assistance Program to sign patient assistance program application for me in the event of my absence.  This consent is valid as long as I am a patient of __________________________ Patient Assistance Program or until I revoke my permission in writing.

__________________________________                  ________________

Signature of applicant







date
Date of birth______________________   SS#_________________________________

Full Printed Name of Patient_______________________________________________

Address_______________________________________________________________
_____________________________________________________________________

