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Consent for Communication

Patients/Clients ﬁ-ethnﬂyrequest&mtweoommuniwewiththemby phone, voicemail, email, or
text. Advanced Neurology of the Palm Beaches, LLC respects your right to confidential
communications about your protected health information (PHI) as well as your right to direct how
those communications 0ccur. Sinceemailandtexﬁnsunbeinhewnﬂyinsecmuamﬂhodof
communication, we will only eomnnmicatcwithyoubyemlilortzxtwithyomwrittenoonsemat
theemailaddreasorphonemmberyouprovidetousbelow.PleuebelwarethltifyO“hl"am
email account through your employer, your employer may have access to your email. ‘When you
consent to communicating with us by email or text you are consenting to email and texting
communications that may not be encrypted. Aswellvoimailorunmerinsmachinemcsws
maybeintcrceptedbyothets.Thzrefm'e,youareagxeeingwaooepttheﬁSktbltYm“M
hedthmfnmaﬁmmbeimoepﬁedbypusomnmmﬂnﬂmdmmcdvesmhmfumaﬁonwhm
you consent to communicating with us through phone, voicemail, email, or text. Advanced
Neurology of the Palm Beaches, LLC will not be responsible for any privacy or security breaches
that may oocmthroughvoieemail,emaﬂ.orwncommimiaﬁomthnyouhave consented t0.

VYou may choose to limit the type of voicemail, email, or text communication you have with us if
you wish to limit your risk of exposing your protected heaith information to unauthorized persons.
Please indicate belowwhattypesofoone@ondmoeyouconsemtomeiveby email or text.
0 1 do not consent to any voicemail, email, or texting communication.
O 1 consent to receiving communication about the scheduling of upgoinunmp, Billing,
Statements, or other communications that do not reveal my protected health information only by
the following means (check all that you consent t0):

O Email

OText

‘Ovoicemail
0 1 consent to all communication, including but not limited to communication about my medical
condition and advice from my health care providers by the following means (check all that you
consent to): .

0 Email

0O Text

O voicemail
E-mail address you are consenting to communicate through:
Phone number you are consenting to communicate through:
Patient Name: ,
Signature: Date:
Authorized Representative/Guardian Name:
Signature: : i Date:




