
Consent to Discuss or Release Information  

Date: ___________________  

I, _______________________, give Dr. Singer and his office 
permission to discuss and/or disclose my medical history and 
information with the following people (e.g. family members) :  

1) ______________________________________________  

2) ______________________________________________  

3) ______________________________________________  

_______________________________________ (PRINT NAME)  

_______________________________________ (SIGNATURE) 

Paul Singer,  MD
360 Dardanelli Lane Suite 1C

Los Gatos, CA 95032

Telephone: 408 374-5837
FAX: 408-374-5808


