DIGESTIVE HEALTH CENTER OF INDIANA P.C.
Telephone Protocol

TELEPHONE MESSAGES

We contact patients regarding scheduling, billing and/or payments questions on your account, results of tests, etc.  In addition, unforeseeable emergencies do sometimes arise when it may be necessary for the physician or staff to contact you.  It is our policy to leave a message at your home if you are not available, or we may need to contact you at work if an emergency arises.









(please circle)

May we contact you at home?



YES
NO

May we contact you at work?




YES
NO

May we leave a message on your answering machine?
YES
NO

May we leave a message at your workplace?


YES
NO

If you answer “NO” to all the questions above, please state how we may contact you.

We adhere to strict policies with regard to release of confidential information.  I understand that your policy is not to disclose my personal health information to other parties, except those directly involved in my care, without my written authorization or as permitted by law.  For this reason, I authorize you to discuss and disclose my personal health information to the person(s) named below for the purpose of assisting with, or facilitating my care.

AUTHORIZED REPRESENTATIVE

Name ____________________  Phone # ____________________  Relationship _____________

Name ____________________  Phone # ____________________  Relationship _____________

Name ____________________  Phone # ____________________  Relationship _____________

Name ____________________  Phone # ____________________  Relationship _____________

I understand that I have the right to limit the information that you release under this authorization.  For example, I may limit my Authorized Representative’s access to information about a particular diagnosis/disease.  Any such limitations must be described below in writing.  I understand that by leaving this section blank, I am creating no limitations of disclosure.

______________________________________________________________________________

_____________________________________
______________



Patient Signature



Date
