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PROTECTED HEALTH INFORMATION (PHI) 

Communication Consent Form 

 

 

1. Patient Information 

Patient Full Name: ____________________________________  DOB: _____________ 

2. Disclosure 

I authorize Northwest Colorado Health to discuss with the following individual(s) PHI regarding my current care and 
treatment: 

Name ______________________________ Name ______________________________ 

Phone #_____________________________ Phone #_____________________________  

Relationship to Patient _________________ Relationship to Patient _________________  

3. Information to be Released/Accessed 

The following information may be communicated verbally to the individual(s) named in Section 2 

☐Laboratory Results   ☐Billing, Insurance, and Payments 
☐Medical Instructions or Advice  ☐Adult Family Planning Treatment, Instructions, or Advice 
☐Appointment Information  ☐Dental Treatment, Instructions, or Advice 
☐Prescription Drug Information  

  
4. Methods of Communication 

I authorize Northwest Colorado Health to send messages regarding health information  

☐Home Phone: _____________________       ☐Secure Messages via myClinicOnline 

☐Cell Phone: _______________________       ☐Text: ______________________ 

 
5. I Understand That 
 The information to be released verbally may not include a diagnosis or reference to the following condition(s):  

Behavioral Health services/psychiatric care; genetic testing; acquired immune deficiency syndrome (AIDS) or human 
immunodeficiency virus (HIV);  

 Without my express revocation, this authorization will automatically expire 1 year from the date signed below, unless I 
request an expiration date less than 1 year. 

 I may revoke this authorization in writing at any time, except to the extent that action has already been taken to 
comply with it. 

 Information disclosed pursuant to the authorization may be subject to redisclosure by the recipient and is no longer 
protected by the HIPAA Privacy rule.  

 
 
__________________________________________         _____________________________________ 
Patient Name       Patient Date of Birth 

 
__________________________________________         _____________________________________ 
Patient Signature or Parent/Guardian    Relationship to Patient 
 
__________________________________________ 
Today’s Date            Rev. 05/2018 
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