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HIPAA	Consent	To	Leave	A	Message	
	
	

Patient	Name:	_______________________________________________________	 Date:	________________________	
	 	 	 	 	 (print)	
	
	
	
I	wish	to	be	called	at:	(fill	all	that	apply)	
	
	 Home:	________________________________________________	
	
	 Cell:	___________________________________________________	
	
	 Other:	_________________________________________________	
	
Regarding	my	care	and	follow-up.	

q I	do	
q I	do	not	

Give	permission	to	leave	relevant	medical	information	on	my	answering	machine	or	voice	
mail.		These	might	include:	treatment	plans,	pre-medication	reminders,	and	general	
Protected	Health	Information.	
	

q I	do		
q I	do	not	

Want	relevant	medical	information	to	be	shared	with	the	person	who	may	answer	the	
telephone.		The	name(s)	of	the	individual(s)	with	whom	you	may	leave	Protected	Health	
Information	are:	
	

1. ___________________________________________________________________________________________	
	

2. ___________________________________________________________________________________________	
	

3. ___________________________________________________________________________________________	
	
	
	
_________________________________________________________________	 	 ______________________	
Patient	Signature		 	 	 	 	 	 	 	 Date	


