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REQUEST FOR COMMUNICATIONS BY ALTERNATIVE MEANS
You have the right to request communication of your Protected Health Information (PHI) by alternative means or at an alternate location. 

Name: _____________________________________________ DOB: ______________ Last 4 of SSN: ______________

Please describe the PHI you want subjected to alternative communication: _____________________________________
_________________________________________________________________________________________________

_________________________________________________________________________________________________

Alternative Means of Communication Requested
( Alternate Mailing Address: __________________________________________________________________
( Alternate Phone Number: ___________________________________________________________________

( Other Alternative Means of Contact (Please specify): _____________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

This request applies to: 
( Today’s Date of Service only   
( From: __________    To: ___________   
( From: __________ Until Further Notice 

I understand that my request for communication by alternative means or to an alternate location is applicable only to information held by Athens Spine Center. I understand that Athens Spine Center will accommodate requests completed in their entirety that they determine to be reasonable. I understand that if I wish to terminate this request, I may do so in writing to Athens Spine Center at 830 King Ave. Athens, GA 30606. If disclosure of your PHI may endanger you or anyone else, please indicate so below.
( I attest that failure to communicate my PHI by the alternative means or at the alternate location listed above could

     endanger me or others. 

Signed by: ________________________________________________________ Date signed: ___________________

        Signature of Patient or Personal Representative 


Print Name of Patient or Personal Representative: ​​​​​______________________________________________________
                                                                                 [If Signed by a Personal Representative, please state such person’s authority to act for the Individual]
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