StLuké"Afs

Patient Name: UNIVERSITY HEALTH NETWORK
Patient Date of Birth: MEDICAL COMMUNICATION
CONSENT

| give permission to St. Luke’s University Health Network and its affiliates (“St. Luke’s”) to discuss my health status, care, and
needs with my family members and/or friends listed below. This permission does not give the individuals named below any

authority to make health care decisions for me or allow them access to my medical records:

Name Relationship Phone Number

| understand that in accordance with federal law protecting patient privacy, St. Luke’s clinical staff and physicians may use their
professional medical judgment to disclose my health information in emergencies and as otherwise may be necessary and

permitted by law.
| agree that St. Luke’s may contact me by the methods indicated below:

Home Phone: ClYes [No
St. Luke's may leave a voicemail message [lYes  [No

Work Phone: yes [ONo
St. Luke’'s may leave a voicemail message [lYes [ No

Cell Phone: Ovyes [ONo
St. Luke’s may leave a voicemail message  [lYes  [No
St. Luke's may leave a text message LlYes [No
Personal Email: CYes [No
Work Email: COYes [No

| agree to notify St. Luke’s if any of the information | provided above changes.

| understand that this consent may be revoked by me by providing written notice to the physician practice at which | am a
patient, Attn: Practice Administrator. | understand that my revocation will not be effective until St. Luke’s staff receives it.

PATIENT SIGNATURE PRINTED NAME DATE TIME

AUTHORIZED PATIENT REPRESENTATIVE SIGNATURE PRINTED NAME DATE TIME
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