ITxM DIAGNOSTICS

PITTSBURGH,  PA

HEMOSTASIS & THROMBOSIS CLINIC

PATIENT NAME______________________________________DOB_________________

Information will be shared in the manner explained below:

(Please answer each question by circling one)
Is it permissible to leave messages on your answering machine?               YES    NO
Is it permissible to leave messages on your cell phone?                              YES    NO

Is it permissible to call you at work?



                      YES   NO

Is it permissible to leave a message with a family member?                       YES    NO

Is it permissible to discuss your medical information with anyone else?    YES   NO

If yes, please name individuals and their relationship.  Information will only 
be discussed with the individuals listed below. 

_________________________________________________________

Name





Relationship

_________________________________________________________

Name





Relationship

_________________________________________________________

Name





Relationship

Any special comments or directions:____________________________
_________________________________________________________

__________________________________________________________

Signature of patient





DATE

This authorization may be revoked at any time in writing.

