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Telephone Consumer Protection Act [TCPA] Consent Form

Active communication with our patients is a key element in providing high quality health care services. To
that end, GenesisCare desires to communicate timely information regarding health care services and
functions to you in the most effective means possible, including via automated telephone and text
messaging. Federal law requires that we obtain your consent prior to communicating with you via these
means. Please read and sign below so that we can communicate with you for these important purposes.
We apologize for the formality of this consent, but it is required under law.

l, , authorize the use of my personal information, the name of my care
provider, the time and place of my scheduled appointment(s), and other limited information, for the
purpose of notifying me of a pending appointment, a missed appointment, overdue wellness exam,
balances due, lab results, or any other healthcare related function. | consent to receiving multiple
messages per day from my healthcare provider, when necessary, and | consent to allowing messages
being left on my voice mail, answering system, or with another individual, if | am unavailable at the number
provided by me.

| also authorize any of GENESISCARE USA OF FLORIDA - U22 independent contractors agents and/or
affiliates (“collectively, “Practice”) to contact me through the use of any dialing equipment or an artificial
voice or prerecorded voice or other messaging system, at any telephone number associated with my
account including wireless telephone numbers, provided by me or found by means of skip tracing methods
even if | am charged for the call, as well as through any email address or other personal contact
information supplied by me. | expressly consent to receive any such automated calls. | understand that,
depending on my plan, charges may apply to certain calls or text messages. | also understand that
communication platforms may transmit information via unsecure methods which includes a risk that the
information could be viewed by an unintended third party. | understand these risks and consent to having
these communications sent unsecure.

Patient Signature (or Signature of Patient’s Authorized Representative)

Patient Name

Date



3‘ GenesisCare

PATIENT CONSENT FOR DISCLOSURE TO INVOLVED INDIVIDUALS

Patient Name: Date of Birth:

Our physicians and staff know that communicating with you about your healthcare is important. By completing this form, you
give us permission to provide messages, and/or discuss information about your healthcare with the individuals designated
below. | understand that | may cancel or update this information at any time by notifying a representative of the physician
office.

| give permission to allow physicians and staff to discuss relevant medical, billing, and insurance information with the
individuals listed below (examples, spouse, relatives, friend, etc.). | understand that my healthcare provider will use
professional judgment to determine what information about my healthcare may be discussed with the designated individuals
below™:

Involved Individual Relationship to Patient Phone Number

Patient/Authorized Representative
Signature* Date Time

Printed Name of Authorized Representative:

Relationship to Patient:
*If signed by a patient-authorized representative, supporting legal documentation must accompany this
authorization form.

Note: GenesisCare USA expressly reserves the right to disclose information to others who may not be on the list
if and to the extent allowed by HIPAA, including but not limited to disclosures for treatment, payment, or
healthcare operations.



