
 
Communication and Message Consent Form 

 

Client Name: ____________________________________       Case #: _____________       Date: _________________ 
 
We, at RECOVERY TECHNOLOGY LLC, are committed to safeguarding the privacy and confidentiality of your records 
including the personal information that you provide us. We comply with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). 
 
From time to time, it may be necessary or desirable to contact patients by phone or text. To expedite your health care 
and in the interest of convenience, if you are not available to speak with us directly, we would like to leave a message 
whenever possible. 
 
To assist us in protecting your privacy, please complete the following: 
 

 ☐ I DO NOT want to have detailed messages left with another person who could answer my phone. 

 ☐ I DO NOT want to have detailed messages left on my voicemail. 

 ☐ I DO NOT want to be texted with appointment reminders. 

 ☐ I DO NOT want to receive phone calls with appointment reminders. 

 ☐ I DO NOT want to receive phone calls at my place of employment. 
 
TEXT MESSAGING INFORMATION 
How we will use text messaging:  We use these methods to communicate only about non-sensitive and non-urgent 
issues.  All communications to or from you may be made a part of your medical record.  You have the same right of 
access to such communications as you do to the remainder of your medical record.  Your text messages may be 
forwarded to another RECOVERY TECHNOLOGY LLC staff member as necessary for appropriate handling.  We will not 
disclose your text messages to researchers or others unless allowed by state or federal law.  Please refer to our Notice of 
Privacy Practices for information as to permitted use of your health information and your rights regarding privacy 
matters. 
 
Risk of using text messages: The use of text messages has a few risks that you should consider. These risks include, but are not 
limited to, the following:  

• Texts can be circulated, forwarded, stored electronically and on paper, and broadcast to unintended recipients. 

• Senders can easily misaddress a text and send the information to an undesired recipient. 

• Employers and on‐line services have a right to inspect texts sent through their company systems. 

• Texts can be intercepted, altered, forwarded or used without authorization or detection. 

• Texts can be used as evidence in court. 

• Text messaging may not be secure, and therefore it is possible that a third party may breach the confidentiality of such 

communications. 

Conditions for the use of text messages:   
RECOVERY TECHNOLOGY, LLC cannot guarantee but will use reasonable means to maintain security and confidentiality of text 
information sent and received.  You must acknowledge and consent to the following conditions (by signing below): 

• IN A MEDICAL EMERGENCY, DO NOT USE TEXTING, CALL 911.  

• If you have an urgent problem during regular business hours, please call your case manager or outpatient therapist, or 517-

780-3336.  Urgent messages or needs should be relayed to us by using regular telephone communication. 

• You should speak with your case manager or therapist to discuss complex and/or sensitive situations rather than using text 

messages regarding such situations. 



• Text messages may be filed electronically into your medical record.   

• Clinical staff will not forward your identifiable texts to outside parties without your written consent, except as authorized 

by law. 

• You should use your best judgment when considering the use of text messages for communication of sensitive medical 

information.  Clinical staff are not responsible for the content of messages. 

• RECOVERY TECHNOLOGY, LLC is not liable for breaches of confidentiality caused by you or any third party. 

• It is your responsibility to follow up with staff if warranted. 

I UNDERSTAND THAT STANDARD CELL PHONE RATES AND TEXT MESSAGING RATES WILL APPLY TO ANY MESSAGE RECEIVED 
FROM RECOVERY TECHNOLOGY. I UNDERSTAND THAT I MAY REVOKE THIS CONSENT AT ANY TIME. MY REVOCATION OF CONSENT 
WILL NOT AFFECT MY ABILITY TO OBTAIN FUTURE HEALTH CARE NOR WILL IT CAUSE THE LOSS OF ANY BENEFITS TO WHICH I AM 
OTHERWISE ENTITLED. 
 

THIS CONSENT DOES NOT EXPIRE UNLESS SPECIFICALLY REVOKED BY THE CLIENT/GUARDIAN. 

 
 
Client/Guardian Signature:              
           Date 
 
Witness Signature:              
           Date 
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