Designate A Health Care Agent

Choose someone to act for you if you can’t

Patient Name:

Birthdate: / /

| am requesting that the following be made my primary & alternate health care representative:

Primary

Address

City

State ZipCode

Email

Cell Phone

Alternate

Other Phone

Phone

Patient Signature

Date: / /

Clinic Name

Clinic Use Only

Date Received By Clinic

Privacy Officer

Put in patient’s record and in the clinic’s Privacy Notebook. © 2015 Patient Privacy Training



