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AUTHORIZED RECIPENTS PRIVACY PRACTICE 
ADDENDUM 

 
 
 
_______________________     _______________ 
       CHILD’S NAME      DOB 
 
 
 

NAME  INDIVIDUAL/FACILITY   
 
___________________ ________________________ ADD/REMOVE 
 
___________________ ________________________ ADD/REMOVE 
 
___________________ ________________________ ADD/REMOVE 
 
___________________ ________________________ ADD/REMOVE  
 
___________________ ________________________ ADD/REMOVE 
 
___________________ ________________________ ADD/REMOVE 
 
___________________ ________________________ ADD/REMOVE 
 
___________________ ________________________ ADD/REMOVE  
 
 
 
 
I  ________________________,  AUTHORIZE CHANGES NOTED ABOVE 
            PARENT NAME 
 
 
 
______________________________    ________________ 
 Signature of Parent       Date 
 


