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CONSENT TO AUTHORIZE ALTERNATE COMMUNICATION 
 

 
Patient Date of Birth:  _________________________                                    Chart No.:  __________________                              
 
Patient Name:  ___________________________________________________________________________ 
 
 
I authorize Clayton Medical Associates to disclose and discuss personal health information about me with the 
individual(s) listed below that are involved in my medical care:  
 

Name: _____________________________________________________________________________     

Relationship: __________________________________  Phone:_______________________________    

     All information                                   Billing/payment information only 

     Test results only                                Other: _____________________________________________ 

 

Name: _____________________________________________________________________________     

Relationship: __________________________________  Phone:_______________________________    

     All information                                   Billing/payment information only 

     Test results only                                Other: _____________________________________________ 

 

Name: _____________________________________________________________________________     

Relationship: __________________________________  Phone:_______________________________    

     All information                                   Billing/payment information only 

     Test results only                                Other: _____________________________________________ 

 
__________________________________________ ________________________ 
Patient Signature (or authorized representative)  Date 
________________________________________________________________________________________ 
Printed Name & Relationship  (if not patient)  
 
A new form is required if you need to make any changes to the individuals listed on this form. 


