
PATIENT COMMUNICATION AUTHORIZATION

PATIENT LEGAL NAME ___________________________________________________ DATE: ________________

BIRTH DATE (MM/DD/YYYY) _______ /_______ /________

PLEASE LIST CONTACT PHONE NUMBER:

HOME (__________) __________-______________________

WORK (__________) __________-______________________

CELL  (__________) __________-______________________

IF YOU ARE NOT AVAILABLE, MAY WE LEAVE A VOICE MESSAGE?

 NO, DO NOT LEAVE A VOICE MESSAGE

 YES, PLEASE LEAVE A VOICE MESSAGE (PLEASE CHECK ALL THAT APPLY)

  ANY INFORMATION
  TEST RESULTS 
  APPOINTMENT INFORMATION
  BILLING INFORMATION

IF YOU ARE NOT AVAILABLE, WHO MAY WE COMMUNICATE WITH?
 COMMUNICATE WITH SELF ONLY  OR (PLEASE CHECK ALL THAT APPLY BELOW)

 SPOUSE (NAME) __________________________________ PHONE: (_______) ________-________________

  ANY INFORMATION
  TEST RESULTS 
  APPOINTMENT INFORMATION
  BILLING INFORMATION

 CHILD (NAME) ____________________________________ PHONE: (_______) ________-________________

  ANY INFORMATION
  TEST RESULTS 
  APPOINTMENT INFORMATION
  BILLING INFORMATION

 OTHER (NAME) ____________________________________ PHONE: (_______) ________-________________

(RELATIONSHIP TO PATIENT) _____________________________________________________________________

  ANY INFORMATION
  TEST RESULTS 
  APPOINTMENT INFORMATION
  BILLING INFORMATION

______________________________________________________________________________________________
SIGN: PATIENT OR LEGAL REPRESENTATIVE

______________________________________________________________________________________________
PRINT: PATIENT OR LEGAL REPRESENTATIVE AND RELATIONSHIP
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