
 
 

 
 

 
Patient Name: ___________________________________________________________ 
 
Do we have your permission to: 
 
 Call you/send mail to your home?   Yes ______  No ______ 
  If yes, may we leave the following information on your home answering  
   machine/voice mail? 
    Appointment information Yes ______  No ______ 
    Billing information  Yes ______  No ______ 
 
 Call you at work?     Yes ______ No ______ 
  If yes, may we leave the following information on your work answering 
   machine/voice mail? 
    Appointment information Yes ______  No ______ 
    Billing information  Yes ______  No ______ 
 
 
I give my permission to share appointment information with the person(s) listed below: 
 
 Name: ____________________________________________________________ 
 
 Relationship: ______________________________________________________ 
 
I give my permission to share billing information with the person(s) listed below: 
 
 Name: ____________________________________________________________ 
 
 Relationship: ______________________________________________________ 
 
 
 
__________________________________________ ________________________ 
Patient Signature      Date 
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