
Consent to Email, Text & Voice Message 
Usage for appointment reminders and other healthcare communications. 

Patients in our practice may be contacted via email, text messaging, and/or voice message to 

remind you of an appointment, to obtain feedback on your experience with our healthcare 

team, and to provide general health reminders/information. 

If at any time I provide an email address or text/voice number at which I may be contacted, I 

consent to receiving appointment reminders and other healthcare communications/information 

at that email address or text/voice number from the Practice.  

 
 

(Patient Initials) I consent to receive text and voice messages from the practice at 

my cellphone or voice number and any number forwarded or transferred to that 

number or emails to receive communications as stated above. I understand that 

this request to receive emails, text messages, and voice messages will apply to all 

future appoitnment reminders/feedback/health information unless I request a 

change in writing. I authorize to receive text messages and voice messages for 

appointment reminders, feedback, and general health reminders/information to the 

following: 

 

CELL PHONE NUMBER DATE  
  (               )             -        /             / 

I authorize to receive email/text/voice messages for appointment reminders and general 

health reminders/feedback/information in the Patient Portal to the following 
EMAIL ADDRESS:  

The practice does not charge for this service, but standard text messaging rates may apply as 
provided in your wireless plan (contact your carrier for pricing plans and details). 

SIGNATURE NAME (please print) 

  

     

 

 

 

 

 

 

Consent for Integrated Evaluation & Treatment 
 
 

LAST NAME FIRST NAME DATE OF BIRTH 

/ / 
 

I hereby consent to treatment, including tests, procedures and medications, as directed 

by PHC staff and have been given enough information to make an informed decision. 

Furthermore, I understand my treatment will have a greater chance of success when 

I participate in its design and fully cooperate with any professional recommendations 

that are provided to me. I also understand that I may cancel this consent at any time, 

in writing. In order to provide the highest quality care I authorize PHC to review my 

prescription history from other providers such as hospitals, specialists, etc. 
 

SIGNATURE (PATIENT OR LEGAL GUARDIAN) DATE 

/ / 

PATIENT NAME (PLEASE PRINT) 

LEGAL GUARDIAN NAME (PLEASE PRINT) 

PLEASE NOTE THE FOLLOWING WITH REGARD TO TREATMENT 

PHC staff will depend on statements made by the patient, information provided in 

patient’s medical history and other information as available to evaluate a patient’s 

condition and decide on the best treatment. 

Some services at PHC may be provided with telemedicine equipment and involve 

interaction with providers who are not physically in the clinic for your appointment. 

These sessions are transmitted via secure, dedicated high-speed lines and are not 

videotaped, routed through the Internet, or saved in any way. However, relevant 

information from your visit will be documented in your medical records, just as it would 

be if the provider had been physically present. 

Your healthcare providers will discuss with you the benefits and risks of treatment. If 

you are unclear about your treatment or the protection of your records, please feel free 

to ask questions at any time. 


