
Barbara	  Edell	  Fisher,	  Ph.D.	  
368	  Veterans	  Highway,	  Suite	  4	  

Commack,	  NY	  11725	  
(631)	  864-‐0880	  

	  
	  
	  

REQUEST	  FOR	  CONFIDENTIAL	  HANDLING	  OF	  HEALTH	  INFORMATION	  
	  

	  
I,	  __________________________________________________________________,	  request	  that	  
	  	  	  	  (print	  first	  and	  last	  name	  of	  patient)	  
	  
_________________________________________________________________	  	  handle	  my	  
(psychologist’s	  name)	  
	  
confidential	  health	  information	  in	  the	  following	  way:	  
	  

A. I	  prefer	  to	  receive	  communication	  of	  my	  health	  information	  by:	  
(telephone	  call,	  email,	  text	  message	  )	  

	  
	  
	  
	  
	  
_____________________________________________________________________________________________	  
	  
	  
B. All	  written	  correspondence	  is	  to	  be	  sent	  to	  the	  following	  address:	  
	  
	  
	  
	  
_____________________________________________________________________________________________	  

	  


