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Dr. Mehru Sonde


Authorization for Communication of Protected Health Information


Patient Name (Print)  Date of Birth  MRN#





















A) Name __________________________________ @ _____________________________

B) Name __________________________________ @ _____________________________

I hereby release, discharge and agree to hold harmless Center for Vein Disease and all third-parties 
acting on its behalf for the purposes described herein from any liability that may arise from the release 
of information authorized above. I understand that I may revoke this consent in writing at any time. This 
authorization does not expire unless otherwise revoked in writing.


Patient Signature  Date
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