Community Mental Health for Central Michigan
HIPAA Acknowledgement and Consent to Contact
	Consumer Name:
	     


	Case Number:
	     
	DOB:
	     


HIPAA Acknowledgment:
I acknowledge that I have received the HIPAA Privacy Notice.  ______ (Consumer/Guardian initial)
Consent to Contact:
	 FORMCHECKBOX 

	I hereby authorize Community Mental Health for Central Michigan to contact me when necessary, including appointment reminders.


	I may be contacted by (choose all that are authorized):

	

	 FORMCHECKBOX 
 Mail
	

	 FORMCHECKBOX 
 Telephone (including answering machine and voicemail)

	 FORMCHECKBOX 
 Email  


	Accommodations:


	     


	
	Phone Number:
	     
	(required if Telephone or Text is selected)


	
	Email address:
	     
	(required if Email is selected)


My preferred method of communication for automated appointment reminders is 
(choose only one): 
 FORMCHECKBOX 
 Telephone      FORMCHECKBOX 
 Text message      FORMCHECKBOX 
 Email
	 FORMCHECKBOX 
      
	Do Not Call for appointment reminders

	 FORMCHECKBOX 
      
	Do Not Call for things other than appointment reminders


This consent may be revoked in writing at any time. This consent will expire in one year or 
upon termination of services.
____________________________________________________      ______________

Consumer/Guardian Signature






Date

____________________________________________________      _______________
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