PATIENT NAME: ___________________                        DOB:_________________

APPOINTMENT REMINDER AUTHORIZATION FORM

Please indicate below if you would like to be reminded of your appointment: (currently email is available, texting and voice will be available soon)
EMAIL
I, ________________________________________, authorize Child &Adolescent Psychiatry of Fairfield County PC. to send appointment reminders electronically via email to the following email address. 

NAME:___________________________EMAIL ADDRESS:​​​​​​​​​​​​______________________
TEXT MESSAGE

I, ________________________________________, authorize Child &Adolescent Psychiatry of Fairfield County PC.. to send appointment reminders electronically via text message to my mobile phone. I understand that this service is offered free of charge, though standard text messaging rates may apply. Please activate text message reminders for the patient/mobile phone number: 

NAME: _________________________         MOBILE#:​​​​​​​​​​​​__________________________ ​​​​​
VOICE MESSAGE

I, ________________________________________, authorize Child &Adolescent Psychiatry of Fairfield County PC. to contact me for appointment reminders via voice messaging. 
NAME: ​_________________________    TELEPHONE#:________________________

Patient Signature (18 or older): ________________________Date: _________________
OR 

Parent/Legal Guardian Signature:______________________________Date:_____________

Child &Adolescent Psychiatry of Fairfield County PC
140 Sherman Street

5th Floor

Fairfield, CT 06824
