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REQUEST TO RECEIVE CONFIDENTIAL COMMUNICATIONS 

OF PROTECTED HEALTH INFORMATION

As stated in our Notice of Privacy Practices, you may request that we communicate confidential health information to you by alternate means or in alternate locations.  The Privacy Rule requires us to accommodate requests if reasonable.  

Please check ALL statements either “yes” or “no” indicating your request regarding communication:

APPOINTMENT CONFIRMATIONS:

______ Yes  ______ No
Leave message on my home answering machine.

______ Yes  ______ No
Leave message with persons at my home.

ALL OTHER INFORMATION:

______ Yes  ______ No
Contact me at my home.

______ Yes  ______ No
Leave message on my home answering machine to call the office.

______ Yes  ______ No
Leave message with persons at my home to call the office.

______ Yes  ______ No
Contact me at work and/or leave message at work to call the office (If not working or retired, check “No.”).

______ Yes  ______ No
Allow office to send sealed confidential information to my home.

Please complete if applicable:

· You have permission to discuss my condition with:

_____________________________________________
____________________________




Person’s Name




            Relationship

· For minors only: If I am not available, ____________________________________________    

Person’s Name
_______________________ has my permission to bring my minor child to his/her appointment.

Relationship
______________________________________________


______________________

Patient or Guardian Signature






Date
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