
Communica)ons Preferences 
and Consent Form 

Growing Steps Physical Therapy LLC 

To help us protect your confiden1ality and health informa1on, this form solicits your 
preferences and consent regarding how we communicate with you.  You may update your 
preferences at any 1me by comple1ng a new form. 

I authorize Growing Steps Physical Therapy LLC to communicate about my condi1on(s), 
plan of treatment, service or other ques1ons, or other maGers that may include my 
protected health informa1on in the following ways.  If we do not have a signed consent 
on file, we will only leave our name and phone number on an answering machine or email 
with a request to contact us, and we will only mail bills and correspondence to the 
address that you have provided. 

Authorized Modes of Communica)on.  (Check all that apply.) 

Voice Messages 

______  Home and/or cell phone(s) on file 

______  Work phone on file 

Email 

_____  Personal Email on file 

_____  Work email on file

Text Messaging 

______  Home and/or cell phone(s) on file 

______  Work phone on file

Fax 

______  Home and/or cell phone(s) on file 

______  Work phone on file
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Authorized Persons for Communica4ons 

It can some1mes be helpful for us to be in communica1on with others you may have a 
rela1onship with.  For us to share treatment or other medical informa1on about you, 
including protected health informa1on as described in the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA), we need authoriza1on.   For pa1ents under 18, 
it is our prac1ce rou1nely to share pa1ent medical informa1on with the parents/legal 
guardian(s).  To share protected health informa1on (PHI) with others, we require express 
consent, generally for minor children from a parent or legal guardian. 

I authorize Growing Steps Physical Therapy LLC to communicate about my condi1on(s), 
plan of treatment, service or other ques1ons, or other maGers that may include my 
protected health informa1on with the following person(s). 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

____________________________________________________________________________________ 
Signature          Date 

Circle: Pa1ent  Parent  Legal Guardian  Other Rela1on:________________________ 

____________________________________________________________________________________ 
Printed Name
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