WARRENTON MEDICAL ASSOCIATES, P.C.

555 Hospital Drive, Warrenton, Virginia 20186
Phone 540-347-5512 Fax 540-341-4646

PATIENT CONFIDENTIALITY NOTICE

Virginia confidentiality laws prohibit this office from sharing any information regarding your account
and or visits to our office with anyone without your express writtén consent. Please provide thic office
with the information requested belowin order for us to provide you with the most efficient care possible.

Is there anyone youwish to have your information shared with?
O No, donot share my information with anyone :
[J Yesg, share my information with the following:

Name: Relationship:
Name Relationship:
Name Relatbonship:

“What information do you wish to have shared?
O Appointment information {date znd Tmes)
O Test resuits
» O Office visit Information
O Hospitel visii informnaton
0 Balance informaiion
O Insnrance informaton

1 Messages

What phone number may we use to contaci you?

Second choice:

First choice:

Baywe leave a message at this number?
O Yes ONe

If s0, what information would vou like included in the nessage?
O Contact name and number only
O Appointment information only

[ Test results
O Detailed messages with answers to my questions

O No restrictons

Date:

Patient Signature:




