REQUEST FOR ALTERNATIVE COMMUNICATIONS

Please use this form to request that communicate with you by alternative means.

Today’s Date: _ / /

Patient Name:

Birthdate:

Address (address, city, state, zip code):

Phone:

E-Mail Address:

PREFERRED ALTERNATIVE COMMUNICATION:

ALTERNATIVE ADDRESS OR CONTACT INFORMATION:

Signature of Patient or Personal Representative:

Date:

Name of Personal Representative: Relationship to Patient:

(I hereby certify that | have the legal authority under applicable law to make this request on behalf of
the patient identified above.)

Please return this form to:
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