












PATIENT CONTACT INFORMATION CONSENT FORM 
 
 

For The office(s) of: 
Medical Group/Physician Name: San Diego Colon and Rectal Surgeons 

Address: 9834 Genessee Avenue, Ste 201 La Jolla, CA 92037 
Phone Number: 858-558-2272 

 
In general, the HIPAA privacy rule gives individuals the right to request restrictions on uses and 
disclosures of their protected health information (PHI). The individual is also provided the right to request 
confidential communications or alternative means of communicating PHI, such as sending 
correspondence to the individual’s office instead of their home. 
 
I wish to be contacted in the following manner (please check all that apply). 
 

Home/Cell phone: 
• Authorized to leave a detailed message on home/cell phone____________________ 
• Authorized to leave a message with call back number only__________________ 

 
Work: 

• Authorized to leave a detailed message on work phone____________________ 
• Authorized to leave a message with call back number only_________________ 

 
Written Communication: 

• Ok to mail to my home address_______________________________________ 
• OK to mail to my work/office address__________________________________ 
• OK to fax to ______________________________________________________ 
• Other____________________________________________________________ 

 
 
I hereby consent to the release of Protected Health Information to the following individuals. I understand 
this authorization will be in effect until which time it is revoked. 
 
 Name  Relationship 

 
_______________________________                                 ________________________________ 
 
_______________________________                                 ________________________________ 
 
_______________________________                                 ________________________________ 
 
_______________________________                            __________________________ 
 
 
 
______________________________ __________________________ 
Patient Signature Date 
 
 
_____________________________________ _________________________________ 
Print Name Birth Date 



SAN DIEGO COLON AND RECTAL SURGEONS 
Colon & Rectal · Laparosopic Surgery 

 
 
 
 
 

CANCELLATION 
& 

NO SHOW POLICY 
 

Because our practice has become very busy our patients are having to wait increasing lengths of time for 
appointments. Unfortunately, this problem is exacerbated when patients cancel their appointment on the 
day they are to be seen or simply fail to show up without informing us. 

 

In an attempt to accommodate our patients we are therefore instituting a cancellation/no-show policy as 
follows: 

 

Cancellations or rescheduling of appointments must be done 24-business hours prior to your 
scheduled appointment so that we can try to use that appointment to see another patient. 

 

For example, a Wednesday appointment would need to be canceled or changed on Tuesday and a Monday 
appointment would need to be canceled or changed on the preceding Friday. 

 

If this policy is not followed then a $50 no show/cancellation fee will be required before another 
appointment can be made. We understand there are genuine unforeseen emergencies and will amend this 
policy on a case-by-case basis. 

 

This policy is designed to serve our patients better by allowing them to be seen as soon as possible. 

 

 

 

I have read and understand the above cancellation policy 

 
 
 
(SIGNATURE)      (DATE) 

 

           M.Jonathan Worsey, MD 
           FRCS, FACS, FASCRS 

           Worsey.Michael@ScrippsHealth.org 

 Keith A. Beiermeister, MD 
FACS, FASCRS 

 9834 Genesee Avenue • Suite 201 •  La Jolla, California 92037•  Tel: 858.558.2272 •  Fax: 858.558.2285 •  www.sdcolonrectal.com 
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