














Patient Privacy Questionnaire 

 

Name of Patient:____________________________________________________________________________ 

 

Write the names of the family members and/or other persons, if any, whom we may inform about your 

medical condition and/or your diagnosis (including treatment, payment, and healthcare operations). 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Write the names of the family members and/or other persons, if any, whom we may inform about your medical 

condition ONLY IN AN EMERGENCY. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Write the address where you would like your billing statements and/or other correspondence from our office 

sent to you if you want it somewhere other than your home. 

__________________________________________________________________________________________ 

 

Write the telephone numbers where we may call.  If you don’t want to be called somewhere, please do not list 

the number. 

Main Phone:__________________________________ 

Can we leave a message on this number?      Yes  No 

Can we leave a message with a person who answers this number?   Yes  No 

 

Cell Phone:___________________________________      

Can we leave a message on this number?       Yes  No 

 

Work Phone:__________________________________ 

Can we leave a message on this number?       Yes  No 

 

 

 

Patient Name Printed:________________________________________________ Date:___________________ 

 

Patient Signature:___________________________________________________________________________ 

 

  






