
SCHWIETERMAN PHARMACIES
PATIENT INFORMATION CONSENT FORM

I, _____________________, hereby consent the transmittal
of my pertinent pharmacy information to

_____________________________________________
(name and relationship).

Purpose: 1. Medical Treatment
2. Personal Use
3. Other ______________

Please Specify

This consent expires_______________________________
Please fill in a date

Signature of Patient or Power of Medical Attorney
(I reserve the right to rescind at any time.)

Celina Coldwater Minster

New Bremen St. Mary’s Wapakoneta


