
  
 

 

Designation of Personal Representative 
This form allows you, the patient, to list a maximum of three (3) people you would like to be 
your personal representative. This allows them to call on your behalf and allows us to speak 
with them concerning your care. If you prefer to list no one as a personal representative then 
please fill out your information, check the appropriate box below, sign and date at the bottom. 

 

Patient Name:__________________________________________________________________ 

Date of Birth:___________________________________________________________________ 

Social Security:__________________________________________________________________ 

Patient E-mail:__________________________________________________________________ 

 

Personal Representative(s) 

Name:_______________________________ Phone Number:_______________________ 

Address:______________________________ Relationship to You:___________________ 

 

Name:_______________________________ Phone Number:_______________________ 

Address:_____________________________  Relationship to You:___________________ 

 

Name:________________________________ Phone Number:_______________________ 

Address:_______________________________ Relationship to You:___________________ 

 

 

o Yes, the contacts listed above I give permission to be my personal representative(s). 
o No, I do not want anyone to have access to my medical records or information. 

 

 

 

Signature:_______________________________________________ Date:_____________________ 


