Preferred Communication & HIPAA Contacts
The HIPAA Privacy Rule allows you to choose how and where we communicate with you. Please indicate your preferences below. You may update these preferences at any time in writing.
Patient Name: ______________________________   Date of Birth: ______________

Preferred Method of Communication (check all that apply):
☐ Patient Portal
☐ Home Phone: ____________________   ☐ OK to leave detailed message ☐ Call-back only
☐ Cell Phone: ____________________   ☐ OK to leave detailed message ☐ Call-back only
☐ Work Phone: ____________________   ☐ OK to leave detailed message ☐ Call-back only
☐ Written Communication: ☐ Home Address ☐ Work Address
☐ Other: ____________________________________________________

Persons Authorized for Communication or Access to Information:
Name: ____________________  Relationship: ____________________  Phone: ____________________
Name: ____________________  Relationship: ____________________  Phone: ____________________
Name: ____________________  Relationship: ____________________  Phone: ____________________

Patient Signature: ______________________________   Date: ______________



