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Authorization Regarding Communication Methods 

 

 
Client Name:  _____________________________   DOB: _________________ 

 

A wide variety of means for communication exists and continues to broaden and develop.  

By signing this authorization, you agree that this office, and any third party used for 

treatment, billing, collection and other services, may use any means of communication 

with you.  Thus, you understand and agree that any phone numbers and email addresses 

provided by you to our office and to any of our service providers, now and in the future, 

may be used as a means to contact you, and that we and our service providers may leave 

messages for you manually and by using automated systems such as by artificial or 

prerecorded voice. 

 

Specifically, if you provide a cellular phone number or place a cellular phone call to us or 

any of our service providers, you consent and agree to accept collection calls and other 

communications to your cellular phone from us and from any of our service providers.  

For any landline and cellular phone calls we, or any of our service providers place to you, 

you consent and agree that those calls may be automatically dialed and that we and our 

service providers may use recorded messages.  You also agree that this office an any of 

our service providers may contact you by sending text messages and emails to any phone 

number or email address you provide to us and to our service providers, and you consent 

to receiving such text messages and emails which may identify the name of our office or 

our service provider sending the communication, and which may disclose the nature of 

the communication.   

 

Our office does not require you to sign this authorization as a condition of receiving 

treatment or purchasing any good or service.  I certify that I have read and understand the 

above information. 

 

____________________________ ______________________ _______________ 

Client or guardian signature  relationship to client  Date 

 

 

____________________________ __________________ 

Witness/Provider   Date 


