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Confidential Communications of Protected Health Information

Patient Legal Name: Date of Birth: / /

Primary Language: |:| English |:| Spanish |:| Other

Email Address:

Current Address:

» Can we send appointment reminders, test results, etc. to this address? |:| Yes |:| No

What is the Best Phone # to reach you regarding results, appt reminders, etc.? ( ) -

» Can we leave a message at this number? |:|Yes [ no

Automated Messaging Preferences from Core Orthopedics (check option to receive communication)

» Health Notifications D Email D Phone D Text Message
> Appointments [ email [] Phone [] Text Message
> Announcements [ email [ phone [] Text Message
> Billing ] email ] phone [] Text Message

Emergency Contact (emergency contact only, no access to personal health information):

Emergency Contact’s Name:

Relationship: Phone #:

Do you want a family member to have access to your personal health information (spouse, parent, child)?
If so, please list their name and relationship to you:

Family Member’s Name:

Relationship: Phone #:

Family Member’s Name:

Relationship: Phone #:

Do you have a Medical Power of Attorney Assigned? D Yes (*If Yes, please provide copy of POA) D No

Patient Signature: (Circle) Patient/Parent/Guardian/Spouse / POA

Print Name: Date: / /

Core Orthopedics & Sports Medicine
As stated in our Notice of Privacy Practices, you may request that we communicate confidential health information to you by alternative means or
in alternate locations. The Privacy Rule requires us to accommodate requests if reasonable. Please indicate your request regarding communication
above and answer All the questions listed.



