 [Print on Hospital Letterhead]

Patient Contact Authorization

Your vascular screening indicated that you may be at risk for peripheral arterial disease (PAD). We encourage you to report this finding to your primary care physician and show him your results card. If you would like us to provide your primary care physician with your findings, please complete the information below. 

By signing this authorization, you give [Hospital name] permission to contact your primary care physician.

  Primary Care Physician’s Contact Information
  Print Name

  Address

  City/State/Zip

  Phone Number




          

  Patient’s Authorization

  By signing this document, you are giving permission to report the findings of your vascular screening to the physician listed above. 


  Signature






Date

[Insert hospital contact information]







