FACILTY NAME
PATIENT OPT-OUT OR OPT-IN FORM
COMMONWELL HEALTH ALLIANCE SERVICES


Patient Information (Please print)

Name (First, MI, Last):____________________________________Date of Birth____________
Home Address: _________________________________________________________________
City: __________________________________State: ___________________Zip: _____________
Home Phone: _____________Work: _______________________Cell:______________________
Email Address: _________________________________________________________________

OPT-OUT ______ (please initial here)
By opting out, you request and understand that your health information will NOT be shared electronically through the CommonWell network.  This means your health information will not be available through the network to other providers. You may opt back in at any time by completing a new form and initialing the OPT-IN section above.  A request to opt back in will be effective approximately three (3) business days after receipt of this form by the Business Office and will not apply to any health information created before that date.

Signature_______________________________________Date___________________________
Print Name: ____________________________ Relationship to Patient_____________________

OPT-IN   ______ (please initial here) 
(Only need to do this if Patient has previously Opted Out of Commonwell)
By opting in, you acknowledge and agree that your health information may be shared through the CommonWell network.  This means that if you seek treatment with a healthcare provider participating in the network, the provider would be able to access your available health information as described above but is not required to do so.  

Signature_______________________________________Date___________________________
Print Name: ____________________________ Relationship to Patient_____________________

Internal Use Only
Opt-Out
Staff Name: _______________________________ Date Received: ________________________

Date Entered in System: ______________________

Internal Use Only
Opt-In
Staff Name: _______________________________ Date Received: ________________________

Date Entered in System: ______________________
Create Date: January 2025

