
 

 
 

R E V O C A T I O N  O F  M Y  A U T H O R I Z A T I O N  F O R  T H E  U S E  A N D  D I S C L O S U R E  O F  

M E D I C A L  I N F O R M A T I O N  
 

 

 

I, __________________________ (patient’s name), hereby revoke my earlier authorization of ____ /____ /_____ (date of 

authorization) which previously allowed Women’s Health Associates of Southern Nevada, PLLC to use and/or disclose a copy of 

my medical records containing individually identifiable health information. 

 

 

 

______________________________________________ 

Patient Name 

 

 

______________________________________________                      ______/______/________ 

Patient/Health Care Agent/Guardian/Relative Signature                       Date 

 

 

______________________________________________ 

Description of Personal Representative’s Authority  
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