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Revocation of Patient Consent for Use and Disclosure 
of Protected Health Information

I hereby revoke to the individual(s)/entities indicated below my consent for Proximiti Communications, Inc. (Proximiti) to use and disclose protected health information (PHI) about me in the course of providing their Services.  This Revocation shall be in force and effect as long is I utilize Proximiti Services or until I otherwise modify my consent regarding access to my PHI in writing to Proximiti. 

I specifically revoke the release of PHI from Proximiti’s Services to the following recipients:


Providers:  ______________________________________________________________


Family Members/Friends:  ________________________________________________

I understand that Proximiti may have previously released my PHI in accordance with my previous written instructions.  I further understand that this revocation will have no effect on how those parties receiving my PHI under my prior authorization may utilize such data.  

This Revocation applies only to the entities and individuals specifically identified above. 
_______________________________
______________________

Signature of Patient or Legal Guardian
Date

_______________________________


Print Patient’s Name


_______________________________
Print Legal Guardian’s Name (if applicable)

