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NOVA SNIVERsITY

HIPAA CONSENT
CONSENT TO LEAVE MESSAGE

Patient Name: Date:
(print)

I wish to be called at home O ; other O (check all that apply) regarding my care and
follow-up. The best telephone number(s) to reach me are:

home other

I1do O, I do not O give permission to leave relevant medical information on my
answering machine or voice mail.

I do O, I do not O want relevant medical information shared with the person who may
answer the telephone. The name(s) of the individuals(s) with whom you may leave
pertinent information are:

Patient Signature Date

Center for Psychological Studies
Psychology Services Center — Therapy and Testing
3301 Coltege Avenue « Fort Lauderdale, Rlorida 33314-7796
(954) 262-5730
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