Albany Family Medicine
John W. Carter, M.D.

Authorization to Release Confidential Information to Other Persons and/or Leave Messages

Patient Name:
Date of Birth;

‘You have & right to privacy and we will not release confidential lnfonnatlon gbout you unless it is for patlent care and treat-
ment, or authorized in othier consents such as consents for billing

We want to be able o provide you with information about your care but we also want to honer your requests regarding how
yoll would like us to communicated with you '

Flease complete the following questlons.

Haome: ]
We can call you at home HYes [ONo
We can [save a message on your answering machine OYes TINo
Waork:
Wa can call you at work ‘ OYes TNo
We can leave a-message on your volcemall OYes ONo
Other:

We can call you an your cell phone TYes ONo
We can page you

OYes ElNo
We can fax information about you to other medlcai ofiices that may :

be providing care to vou. OYes 0OONo

- Do you have someone with whom you would like us to be able to share confidantial patient information about you?

Name (s) Refationship to You (Spouse, Parsnt, Friend, Nelghbor) Telephone
I do do not acknowledge and agree that | have received the Notice of Privacy Pracfices.
{ authorize

to release information about me as signified
above. This authorization may be changed by me at any time.
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w

M

Patient (or Legal Represenative) Signature Witness Signature

Date

Date




