Confidential Channel of Communication Request
Dynamic Healthcare Team
2855 Dublin Boulevard
Colorado Springs, CO 80918
(P) 719-265-6464 (F) 719-265-6750




I, _________________________ (print), 






DO		DO NOT	 (circle one) 

authorize the following individual _____________________________(print) as a confidential channel for any communications of information related to my personal health, treatment, or payment for treatment. This request supersedes any prior request for confidential channel communications I have made. 


Excluding:_____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________



Patient Signature: ____________________________________ Date: ___________________

Printed Patient Name:_______________________________



As required by the Health Information Portability and Accountability Act of 1996 (HIPAA), you have a right to request that communications concerning your personal health information be made through confidential channels. This medical practice will not ask you why you are making your request, and will try to accommodate all reasonable requests. 
