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Authorization for Confidential Voicemail Communication

Patient Name: Date of Birth:

1. Authorization to Leave Messages
| hereby authorize the medical staff at Indiana Internal Medicine Consultants to leave voicemail
messages containing my Protected Health Information (PHI), including lab and test results,
prescription and medication information as well as appointment reminders and scheduling
information.

e  Primary Phone:

e Secondary Phone:

2. Acknowledgement of Risk
| understand that voicemail is not a fully secure method of communication. Messages may be
overheard by others with access to my device or phone system. By signing below, | acknowledge
these risks and consent to this method of communication.

3. Rightto Revoke:
| understand that | may revoke this authorization at any time by providing written notice to Indiana

Internal Medicine Consultants. This revocation will not affect any actions taken prior to the receipt of
my written request.

Signature of Patient/Representative Date: / /






