
WOMANCARE 

COMMUNICATION WAIVER 
 

 

 

Excellent communication is a very important part of providing quality healthcare.  In an 

effort to provide you with the timeliest information regarding your healthcare, please 

complete the following list of contact numbers. 

 

 

Print Name:  ___________________________________  Date of Birth: __________________ 

 

Home Number:  _________________________   Cell Number:  ______________________ 

 

 

If you are unavailable at the time we try to contact you, may we leave medical information 

on your voicemail?  Please check all that apply. 

 

______ HOME   ________CELL 

 

 

I hereby authorize WomanCare and staff to release ALL medical and financial information 

to the following person(s):  

 

 

 

__________________________________ _________________ __________________ 

Name      Relationship  Telephone 

 

__________________________________ _________________ __________________ 

Name      Relationship  Telephone 

 

 

Signature: _______________________________________________________________ 

 

 

Date: ____________________________ 

 

 

 

Notes:  

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

Signature: _____________________________________  Date: _____________ 
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