
PERMISSION TO SPEAK 

 

Date: _____________________________ 

 

 

I __________________________________, (Date of Birth _________) hereby give 

my permission for Dearborn Allergy & Asthma Clinic, PC to give my medical and 

billing information to: 

__________________________________________ 

__________________________________________ 

 

This permission is to expire on: _________________________ unless I give 

Dearborn Allergy & Asthma Clinic, PC written notice to revoke this contract. 

 

_______________________________________ 
  Patient’s Signature 
 
_______________________________________ 
  Printed Name 


