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________________________________________________________

Print Name                                                                        Date of Birth

You can list up to 3 people and their relationship to you, who you 

are giving us permission to speak with about your account or your

medical treatment. If you don’t wish to list anyone, draw a line

through the section.

1.  ______________________________________________________

     (    )  My Account                                           (    )  My Medical Treatment

2.  ______________________________________________________

     (    )  My Account                                           (    )  My Medical Treatment

3.  ______________________________________________________  

     (    )  My Account                                           (    )  My Medical Treatment

I give permission to be contacted in the following manner 

(check all that apply):

	 
	WORK TELEPHONE:

	 
	OK to leave message with information

	 
	Leave message with call back number only

	 
	HOME TELEPHONE:

	 
	OK to leave message with information

	 
	Leave message with call back number only

	 
	WRITTEN COMMUNICATION:

	 
	OK to mail to my home address

	 
	OK to mail to work/office address

	 
	OK to fax to this number (        )

	 
	OK to send an e-mail to this address:

	 
	 


I agree that it is my responsibility to inform Miller Orthopaedics in 

writing, if I wish to change any of the above information.

Signature:  ____________________________ Date: ______________

                                                                                                                     Revised 4/15/09

