Surgery Center XYZ

HIPAA Authorization

All personnel at Surgery Center XYZ take your medical confidentiality very seriously. We will not release information without your written authorization to do so.

This authorization form when completed and signed by you, allows our staff to speak only with an individual(s) that you designate in the event that you are not available to receive our phone call or if you have a family member who helps coordinate your medical care.

I authorize Surgery Center XYZ staff to speak with:

Name (please print): ___________________________ Relationship: __________

Phone number: ____________________

Name (please print): __________________________ Relationship: ___________

Phone number: ____________________

Information regarding my healthcare may be left on my answering machine or voicemail (Surgery Center XYZ makes post-operative follow up phone calls to check on the patient)

________ Yes		_________ No

[bookmark: _GoBack]I will allow emails and text messages from Surgery Center XYZ

________ Yes		________ No

__________ I do not authorize anyone to receive information regarding my 
		 medical record. 

Patients Printed Name: __________________________________________

Patients Signature: ______________________________________________

Date: __________________
