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Communicating with Family and Friends Form
Requiest for Verbal Communication of Protected Health information
Patient Name: Patient Date of Birth:
Patient Address: Apt. #
City: State: Zip Code:
Telephone Contact #: Home: { } cell: { )
Preferred: D Home D Cell D Other:

Verbal Sharing of Confidential PHI wi_th Others B

By signing below, | give permission for my cara team to discuss my {or my chlid’s) protected health information (Including diagnosis,

diagrostic test results, examination information, claim information, and appeintment confirmations) with the individuals specified
below when/if these individuals request information on my behalf or if my care team believes it is in my best interest. This

permission is specific to my {or my child’s) trestment or care at

(Hartfard HealthCare Facility or Office)
The purpose of the form is to grant permission far members of my (or my child's) care team to verbally share infarmation with the individuals
mvolved In my (or my chitd’s) care, specitled below. Any requests for a releases of written information, such as all information contained in my
{or my child’s} medical racord, will require me to complete and sign a wiitten authorization for Disclosures of Protected Health Information.

Hitssian ot §ny time.-If | want ko revoke this parmissian, [ will call the office Immediately

<R Tl e b Ak, AR Y v N I Ok T oy
and camipjeta 2 new form to yestrict futurg cofmunications to the below individuals.™

peivr sy

The above Hartford Healthcare Fadility or Office may verbally share patient information regarding my current -
treatment or care with the individualsiisted helow.

(1) Name; Relationship: Phone:
{2) Name: Relationship: Phone:
{3) Name: Relationship: Phone:

1 have carefully read and understand all of the abova. All of my guestions have been answered. 1understand that my care team
may continue to share verbal information with the individuals fisted abeve until | notify the office, in writing, of my decision to
change it.

Patient/Legal Represantative Signature: Date; Tirme:

Print Name: Relationship to Patient:
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