AUTHORIZATION






Field to fill in your contact data: 
(insert your letterhead and/or logo)











I hereby authorize [name of hearing center X] to contact


[bookmark: _GoBack]my personal physician:	___________________________________________

for the purpose of exchanging data related to my audiological care. 

I can withdraw this declaration at any time by a simple notice to [name of hearing center X].




Place and date:	___________________________________________



Signature:		___________________________________________



Printed name:		___________________________________________
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