RESTRICTION FORM - 3

Cardiology Associates of North Mississippi, P.A.

REQUEST TO RECEIVE COMMUNICATIONS

OF PROTECTED HEALTH INFORMATION

BY ALTERNATIVE MEANS OR AT

ALTERNATIVE LOCATION


I hereby request that any communication to me involving my protected health information:



(
Be made by the following means _________________________________




____________________________________________________________



(
Be made to the following location, address (electronic or geographic) or 



phone number:_______________________________________________




___________________________________________________________



(
Disclosure of all or part of my protected health information could 




endanger me.








__________________________________









Signature

DATE:________________



__________________________________









Print Name








__________________________________









Address














__________________________________

Accepted By:_____________ ____________________  Date:______________________________
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