
 
Section IV: AUTHORIZATION FOR USE OF ANSWERING MACHINE AND/OR VOICE MAIL 

Capital Women's Care physicians and healthcare staff routinely are unable to contact patients directly during normal 
business hours. On these occasions our offices leave messages on communication devices provided by our patients. Due 
to the new federally mandated HIPAA Privacy Rule we must obtain your authorization to continue this mode of 
communication. Protected Health care Information that we may possibly disclose on your home, work, or cell phone would 
include, but is not limited to: test/lab results, prescription/pharmacy information, appointment instructions for visits and 
procedures, and surgical posting/scheduling information. 

_____ (Initial) Yes, I agree to allow Capital Women's Care physicians and healthcare staff to leave messages that include 
Protected Healthcare Information on all three communication devices: home, work and cell phone. 

_____ (Initial) I agree to allow Capital Women's Care physicians and healthcare staff to leave messages that include Pro 
tected Healthcare Information on the following: Please initial next to the applicable communication devices:  
______ home number, ______ work number or ______cell number.   

_____ (Initial) No, I do not agree to allow Capital Women's Care physicians and healthcare staff to leave messages that 
include Protected Healthcare Information on my home, work and cell phone. 

___________________________________________________________ 
      Date 

For CWC Internal Use Only 
Section V: UNABLE TO OBTAIN NOTICE RECEIPT ACKNOWLEDGEMENT  

Option 1: I could not obtain a signed Notice Receipt Acknowledgement from the patient for the following reason: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Option 2: I attempted to obtain a signed Notice Receipt Acknowledgement from the patient on ____/___/___, but was 
unable for the following reason: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 
 
___________________________________________________________ 

CWC Employee Signature     Date 
 
 
 

FOR MORE INFORMATION OR TO REPORT A PROBLEM: If you have questions or would like additional information, please contact 
the HIPAA Policy Officer for this practice. If you believe your privacy rights have been violated, you may file a written complaint with the 
Secretary of Health and Human Services. There will be no retaliation for filing a complaint. 


