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HIPAA Authorization for Patient Contact
It is the responsibility of Diabetes & Endocrinology Associates, P.C. to ensure that patient’s information remains confidential. To assist you with your needs and to address the patient privacy issue described in the Health Insurance Portability and Accountability Act of 1999, we need you to specify the alternative ways we my contact you with appointment reminders, medication adjustments and other information regarding your health in the event we cannot reach you directly.
You may contact me by: (please check all that apply)

( Message on cell phone
( Message on home answering machine

( Message on work phone

( Message with emergency contact

( Email _______________________________________
( U.S. mail
I understand and direct that this authorization will remain in effect until it is revoked by me in writing.

Patient’s Signature: _________________________________________________________

Date: ________________ Witness: ____________________________________________


