Nebraska Orthopaedic
AS S O C I A T L S

Orthopacdics « Sports Medicine « Joiat & Hand Specialists
Consent for Sharing of Protected Health Data and Information
* This form does notf authorize the release of medical records”®

1. Please list the names and relationship of family members or other persons, if any, whom we may inform
verbally abeut your general medical condition and your diagnosis (including treatment, payment, and

health care cperations), P
1 3.

Name/relationship Namefrelationship
2. 4.

Name/relationship Name/relationship

it

Please print the address of whera you would like your billing statemenis andfor correspondence from
our office to be sent if other than your home address.

Please print the telephone numbers where you want to receive calls about your appointments, lab and
test resulis, or other health care informaticn.

o

s  HOME
e WORK
o CELL PHONE?
o OTHER PHONE

# Lam Jully aovare that a cell phone Is not a secure and private line

4. Can confidential messages {i.e. appoiniment reminders, test resuits, etc.) be on your telephone
answering machine or voicemail?

YES NO
PATIENT NAME
CHART NUMBER AGE IF MINOR
X Date of signing
Signature of Patient
X Date of signing
Signature of Patient's Representative/Guardian
X
Representative's Relationship to Patient Witness Signature (Office Representative)
DOCTORS BUILDING SOUTH OAKVIEW MEDICAL BUILDING JENNIE EDMUNDSON HOSPITAL
4239 Farnam Street, Suite 409 2725 South 144™ St Suite o I Edmundson Place, Saite 200
Omaha, NE 68131 Omaha, NIZ 68144 Council Bluffs, 1A 31303
{402y 5322500 (402) 637-0400 (712} 396-4020
FAX 352-2720 FAX 637-0401 FAX 396-4025
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