PATIENT CONSENT TO RECEIVIE MAIL AND/ORTELEPHONI MISSAC S

Please Print (Last Name) (First) Mo
Do we have permission Lo

send aorecall appointment reminder to your home Y N

Leave the following informalion to you home answering machine/voice mail/cell phone:;

Appointment infonmation Y
Billing imformalion Y
Medical information Y

[T te any of the above, Drequest that all telephone calls be made W phone ¥

Leave appoiniment information wilh the person answering the phone in your home when
you e oul: Yo N

Leave the following infermation on your work answering machine/voice mail/cell phone

Appownlment inlormation
Billing information
Medical informalion

Please note medical information ncludes lab lest resulls, x-ray vesults, more testing is
required ov additional mformation is needed from another physician’s ofTice,

Upve penmassien Lo share appointment infommation with the person named below,
Name

pive permission 1o share medical information with the person named below:
Nume

Lgive permnission 1o shace billing information wilh the person named below:
MNae

Print Paticnl Name

Print Name of Legal Representative

Stnatne of Patient/Legal Representative Date Sipned " o o




