John Paul Vidolin, M.D., P.A.

Brian T. Briggs, M.D.

Alan R. Maurer, M.D.

Patient Consent to Receive Telephone Messages and/or Mail
___________________________      __________________________        __________

Last Name

                
       First Name


            Initial
Please Note: The following information may be used by the physician’s office staff, Venice Regional Medical Center staff and any other healthcare facility (i.e., hospital, laboratory) that you go to in the course of your treatment.

Do we have your permission to: (please place a check for each question below)  











YES   /  NO   /  Comment(s)
Call you at home or another number that you provide?

          _____
_____
  ___________

Leave messages on your home answering machine?

          _____
_____
  ___________

Leave message with persons answering your home telephone?      _____
_____   ___________

Call you at work?






          _____
_____
  ___________

Leave messages on your voice mail at work?


          _____
_____
  ___________

Discuss your medical and/or appointment (scheduling)
          

information with another person(s)
Name______________________________________

         _____
_____   ___________

Discuss your billing information with another person(s)?
         

Name______________________________________

         _____
_____
  ___________

Office: Send a yearly appointment reminder and/or test
         

results to your home?





        _____
____  __________
Venice Regional Medical Center: Make a follow-up phone

call to inquire about your recovery?



        _____
_____
  ____________

Other:______________________________________

        _____
_____  ____________



Please specify

__________________________________________                     _________________

Signature of Patient

                    



        Date
PatientConsentToReceiveTelephoneMessages09.09

