THE SURGICAL GROUP OF KANSAS CITY, P.C.

Thomas Franey MD  *   Rex Joyce MD  *   William Campbell MD  * E. Ragnar Peterson, MD

Dear Patient,

In effort to protect the privacy of our patient’s confidentiality and to minimize time consuming returned calls, The Surgical Group of Kansas City, P.C. has adopted a new policy. The office and nursing staff are required to obtain written authorization from the patient to leave a detailed message if the patient is not available.  If there is NOT a signed consent on file, our staff will only leave their name and phone number on an answering machine, voice mail, or with the person answering the phone asking the patient to return the call.

If the consent form below is completed, you are allowing the staff at The Surgical Group of Kansas City, P.C. to leave detailed messages on an answering machine, voice mail or with a specified individual.  Information might include the need to reschedule an appointment or surgical procedure, or dates and times of tests that have been ordered by the physician and scheduled for you.  Giving authorization may cut down on wait time if the nurse or office staff is not available when you return the call.  

I give my consent to the staff of The Surgical Group of Kansas City, P.C. to leave a message regarding treatment, lab results, radiology results, scheduling information, or any other communication necessary for patient care.

      On an answering machine or voice mail at this number only: __(___)_____-______________ 

      On the voice mail of this cell number only: ____(____)_____-______________
      On any personal or work number I listed on my patient registration form.

      I DO NOT consent to messages being left on a home, work or cell phone voice mail or with any other person.   I wish to only be contacted directly.  

Patient Signature: ______________________________________________  Date:___________________

Witness: ________________________________________   Date: ________________________

I give my consent to the staff of The Surgical Group of Kansas City, P.C.  to discuss confidential information such as my treatment and financial responsibilities to the following individual(s):
	Name
	Relationship
	Contact Number
	Limits, if any

	
	
	
	

	
	
	
	

	
	
	
	


Patient Signature: ______________________________________________  Date:___________________

Witness: ________________________________________   Date: _______________________



















  








