Headache & Pain Center, AMC
Day Surgery, Inc. / One Day Surgery, LLC
	

	AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION (PHI)


The following questions allow us to communicate with you regarding your personal health for treatment, payment of treatment, and healthcare operations.
          Home Phone #: ________________________________________ 
( DO   /   ( DO NOT 
Leave messages on my home answering machine or cell phone
  

( DO   /   ( DO NOT 
Leave messages with family members

             Whom may we speak with ________________________________________________________________
            Cell Phone #: _________________________________________
( DO   /   ( DO NOT 
Contact me by cellular phone
( DO   /   ( DO NOT 
Text me with appointment confirmation

            Work Phone #: ________________________________________
( DO   /   ( DO NOT 
Contact me at work 

MAIL: 

Contact me at the following address:

( Same as mail address

( Other ____________________________________
Headache & Pain Center, AMC / Day Surgery, Inc. / One Day Surgery, LLC considers patient privacy extremely important. There are times that we need to speak with family members or significant others about your care.  Your PHI can be redisclosed by these individuals without providers consent. We ask that you list those persons that take an active part in your healthcare. This list can be changed, altered, or revoked at any time by providing a written request of a change of authorization.  I have read and understand this authorization.

NAME: 




RELATION: 


PHONE: 

DATE: 

_________________________

____________________
_______________
_____________

_________________________

____________________
_______________
_____________

_________________________

____________________
_______________
_____________

Signature of Patient ____________________________________________ 
Date ______________ 

If not signed by the patient, please indicate Relationship:   ( Parent or Guardian of Minor patient

(Guardian or conservator of an incompetent patient          ( Other _______________________ 




PRIMARY PHONE NUMBER TO CONTACT PATIENT: _______________________________________





FOR OFFICE USE ONLY:                                       Acknowledgment refused: 	


Signed Form received by: _________                     Efforts to obtain: ________________________________________


                        Reasons for refusal: _____________________________________
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