Health Information Disclosure Preferences

When we need to contact you . . .   

____
It is OK to contact me at HOME.  My number is ________________________________


___   It is OK to leave a message with detailed information


___   It is NOT OK to leave a message with detailed information

____
It is OK to contact me at WORK.  My number is ________________________________


___  Do not contact me at work


___  It is OK to leave me a message at work with detailed information


___  It is NOT OK to leave me a message at work with detailed information


___  Leave only a call back number at my work

I authorize you to discuss my medical record and release any and all medical information to the following individuals:

___
No one other than myself
____
My spouse, name: ____________________________
Phone:
_________________

____
My parent, name:  ____________________________
Phone:  _________________

____
Fill in any other name you desire: __________________________________________

Patient Signature:
______________________________________________

Printed Name:

______________________________________________

Date of Birth:

______________________________________________

