
[image: image1.emf]
PRIVACY QUESTIONNAIRE



PATIENT  NAME:



PATIENT DOB:

Do we have your permission to discuss your medical condition/treatment with another individual?

For example, your spouse, a parent, a son/daughter, friend, etc.


⁭ Yes

⁭  No



If Yes, whom



Relationship



Telephone number(s)
_____________________________________________________________________________
_____________________________________________________________________________

Do we have your permission to discuss your bill with another individual? For example, your spouse, a parent, a son/daughter, etc. Please keep in mind that while discussing the outstanding bill, diagnoses and procedure done may be disclosed. 
(We retain the right to speak to the policyholder of your insurance.)


⁭  Yes
           ⁭  No

If Yes, whom



Relationship



Telephone number(s)

_____________________________________________________________________________

_____________________________________________________________________________

    
EMERGENCY CONTACT

Nearest Relative/Friend_________________________________Relationship_______________

Phone Number(s)_______________________________________________________________
Contact not living with you______________________________Relationship_______________

Phone Number(s)_______________________________________________________________

Patient Signature________________________________________________________________

Date____________________
Sign for Future Visits / Updates

Date




Signature

Date




Signature
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