?\'% MY COMMUNITY

Privacy Communication Worksheet

Patient Name: DOB:

Designated person(s) to whom we may share Protected Health Information (PHI) :

Name: Relationship: Date:
Phone:

Name: Relationship: Date:
Phone:

Name: Relationship: Date:
Phone:

I give my permission to leave a detailed message on my:

Home Phone @ (number)
Cell Phone @ (number)
Comments:

Restrictions on Sharing Information with Family, Friends & Others:

Patient Signature: Date:

*% (Or Signature of Patient’s Personal Representative) If the personal representative of the
individual is signing, please validate their authority to act on behalf of the patient.
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