


California's Qualified Health Information Organization 
SacValley MedShare: Taking data from moveable to useable

Health Information Exchange Opt-Out Revocation Form 

MR#: *Patient Name: (please print) *DOB: mm/dd/yyyy *Facility:

Please print legibly. Social Security Number: 

I 
*First Name

I 
*Last Name

I 
*DOB: mm/dd/vw,

Mailing Address I Street Address I City I State 

Telephone Number Medical Record Number 

*Sex: D Male D Female D Other (check one box only)

Signature ( Required ): Date: 

Print Authorized Representative's Name Relationship to Patient 

Please Mail the Completed Form To: 

SacValley MedShare, 2485 Notre Dame Blvd. Suite 370-20 Chico, CA 95928 

Fields marked with(*) are required fields for opt-out processing completion. 

SVMS-FORM-003-004-Opt-OutRevocation Form Page 2of 2 

@530-487-4997 @) info@sacvalleyms.org @www.,:sa:c�v'.:
a�ll�ey�m�s�.o�r&--------

@2485 Notre Dame Blvd. Suite 370-20 Chico, CA 9592:s----���:=ii-�==�


	SVMS-FORM-003-004-Opt-OutRevocationForm-1.pdf
	SVMS-FORM-003-004-Opt-OutRevocationForm-2.pdf

