
De Anne H. Collier,  M.D. 

2151 S. Alternate A1A, Ste 1350 

Jupiter, FL 33477 

Office 561-575-7546  Fax 561-575-7510 

 

 

REQUEST FOR CONFIDENTIAL COMMUNICATIONS 

 

Name of Patient: ____________________________________________ 

   (Please print) 

 

Date of Birth:      ____________________________________________ 

 

I request that all communications to me (by phone, mail, or otherwise) by   

______________________ and/or its staff be handled in the following 

manner: 

 

• For  written communications: Address to: ____________________ 

                                                                                 ____________________ 

                                                                                 ____________________ 

                                                                                 ____________________ 

 

• For oral communication:            Call:           ____________________ 

                                                                                  (telephone number) 

                                                                                  

May we leave a message? 

                                                                        Yes_____    No______ 

 

 

 

______________________________ 

Patient Signature 

 

______________________________ 

Date 

 


