Blue Ridge Family Physicians, PLLC

COMMUNICATION PREFERENCE FORM

Patient Name:  ___________________________________________________________

Date of Birth:  ___________________________________________________________

Phone Number (day):  _____________________________________________________

Phone Number (night) _____________________________________________________

Street or PO Box: _________________________________________________________

City :  ________________ State _______________  Zip :_________________________

1. How would you prefer to communicate with the practice? (Please check yes or no for all that apply.)

  Yes      No


_____   _____ Phone - Home


_____   _____ Phone - Work


_____   _____ Phone – Cell Please provide ____________________________________


_____   _____ E-mail – Home Please provide __________________________________


_____   _____ Email – Work Please provide __________________________________


_____   _____ US Mail (home address)


_____   _____ US Mail (work address) Please provide the address here ______________________________________________________________________________________________________________________________________________________

2. Where can we leave messages for you? (Please check yes or no for all that apply.)

  Yes      No

_____   _____ Answering Machine- Home


_____   _____ Voicemail - Work


_____   _____ Voicemail – Cell phone


_____   _____ E-mail – Home 


_____   _____ E-mail – Work

3. May we contact you with appointment reminders?____ Yes ____ No

4.  _____ (initials)  I understand that some sensitive information (HIV, STD, abnormal results and diagnoses) will not be left as messages nor be discussed over the phone.

5.  _____ (initials) I understand that I will have to fill out a Patient Proxy/Representative form to authorize another person to communicate with the practice on my behalf.

I have reviewed and I understand this Form.   

By:   _____________________________________   Date:__________________



         (Patient)

Or By: ___________________________________    Date: _________________


        (Patient’s Representative)

Description of Representative’s Authority __________________________________________________ ____________________________________________________________________________________

____________________________________________________________________________________
