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Permission of Patient Contact  

(Effective as of 4/13/03 under Federal Law) 
 

Contact Information listed on this form will allow us to contact you with Laboratory 
results.  Please fill out completely for our records. 

 

1. Phone (Home) ___________________________________ 

 
2. Phone (Cell) ____________________________________   

                             

                            3.   Phone (Work) ____________________________________ 

                       

             Where should we contact you first? ___________________________ 
                              
 In the event that our staff and/or physicians are unable to reach you concerning your medical 

status with this office (ie lab results, billing statements, etc.) may we leave a message on your: 

   Home Answering Machine?              Cellular Voicemail?                Work Voicemail? 

         �  Yes       �  No                         �  Yes       �  No                     �  Yes     �  No 

 

If we need to contact you at work and you are unavailable may we leave a message with the 

receptionist? 

� Yes    

�  No 

Please Note: If a person is not listed here, by law we are required to protect your information. We 

will not discuss any information pertaining to your healthcare to any person not listed here.  

Please list the names of any person(s) that may be involved in your healthcare that we may be 

permitted to discuss your medical status with: 

 

Name ______________________________ Relationship to Patient _______________________ 

 

Name ______________________________ Relationship to Patient _______________________ 
 

     

   Pharmacy Name/Address ___________________________________________________ 

 

   Pharmacy Phone Number ___________________________________________________ 
      
 *I hereby acknowledge that I have been presented with a copy of RWJ OB/GYN Associates Notice of Privacy Practices* 
 

 

Patient Name________________________________________ Date_____________________ 

 

Signature__________________________Relationship___________(Self,Mother,etc.) 


