Confidential Channel Communication Request

Diablo Vista Dental Care
frontdesk@dvdental.com
(925)679-9999 Phone (925)679-9996 Fax

Ax requived by the Health Information Porcabiffty and Accowntability Act of 1996 vou fove o right fo request thaf
communications concerning your personal health information be made through confidential channels. This
medical practice will not ask you why pou wre making your request, and will make reasonable effors to
accommuodate all reasonable requesis. Some method of contact musi be provided, and as appropriste, information
as to how payment will be hondled

I, {print mawme) hereby request the use of the following confidential
channels for the communication of information related to my personal health, treatment or payment for Lreatment.

This request supersedes any prior request for confidential channel mmmunknlinnn I may have made.

Please select all that apply. Where you list more than sne communication option, please indicate which you prefer.

O Phone
| want yvou to contact me by telephone at this #s;

O Do 0O Do not leave messages on my Voioe Mail/Answering machine
O Do O Do nat leave messages with any other person
O Mail

[ want you to contact me af the following address:

O E-mail
| want you to contact me at the following e-mail address:
(| Fax

1 want you to contact me at the following fax number:
m| Other Individuals anthorized by you to receive any Medical Information about you:

- -

[J Check here if you agree to pay for the costs associated with your request for an alternate communication channel.
These costs have been explained to you.

Signed: Diate: P

Print Mame:
If not signed by the patient, please indicate:

Relationship:
O Parent or guardian of minor patient
O Guardian or conservator of an incompetent patient
O Beneficiary or personal representative of deceased patient

Mame of Patient:




