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Medical Center

Patient Name: ______________________
Date: _____________________________
CONTACT RELEASE FORM

By completing this contact release form below, I authorize The Women’s Center to contact me by the following methods listed below for the release of personal medical information, including lab results.

I prefer to receive communications from my physician by the following method(s):

Preferred telephone number:
( Cell
(Please include area code)


( Home
(Please include area code)


( Work
(Please include area code)

Optional telephone number:
( Cell
(Please include area code)


( Home
(Please include area code)


( Work
(Please include area code)

(
You may leave me a voice message
( You may not leave me a voice message

(
I authorize communication through e-mail. I understand that information communicated through e-mail is not secure and does not provide information security


E-Mail Address:


(
I give my authorization and consent for my physician to leave a detailed message for me with the following person(s):


Name:

Relation:



Name:

Relation:


Preferred Pharmacy:

Telephone: 


Prescriptions will be telephoned to the above pharmacy as necessary, unless I specify another pharmacy.

This consent will remain in effect until I notify the office in writing of the change. I understand that I may revoke partial or total consent at anytime without penalty.

Patient signature:
 or Guardian signature:


