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PATIENT & FACILITY COMMUNICATIONS CONSENT FORM 

Practice Name: KC Medical Care 

Legal Entity: NTTR Medical LLC 

1. PURPOSE OF CONTACT 

By signing this form, you authorize KC Medical Care and its authorized clinical agents to 
communicate with you via Short Message Service (SMS) text messaging and/or automated voice 
calls. These communications may include, but are not limited to: 

• Clinical triage and medical follow-ups. 

• Coordination of care with Long-Term Care (LTC) facility staff. 

• Appointment reminders and schedule updates. 

• Requests for clarification on medical history or current symptoms. 

2. HIPAA & PRIVACY ACKNOWLEDGMENT 

I understand that SMS text messaging is not a guaranteed secure or encrypted method of 
communication. There is a risk that messages containing protected health information (PHI) could 
be intercepted or read by a third party. By signing below, I voluntarily elect to communicate via SMS 
despite these risks. 

3. OPT-IN & CARRIER DISCLOSURE 

• Consent: I provide my express written consent to receive recurring automated and manual 
text messages from KC Medical Care at the number(s) provided below. 

• Fees: Message and data rates may apply depending on my mobile carrier plan. 

• Frequency: Message frequency varies based on clinical necessity. 

• Opt-Out: I understand that I may revoke this consent at any time by texting "STOP" to the 
practice phone number or by sending a written request to the office. 
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4. AUTHORIZATION SIGNATURE 

RECIPIENT INFORMATION: 

• Patient Full Name: _________________________________________________ 

• Patient Date of Birth: ____ / ____ / __________ 

AUTHORIZED SIGNER (If not the Patient): 

• Guardian/Representative Name: ______________________________________ 

• Relationship to Patient: (e.g., Parent, Power of Attorney, Spouse) _________ 

• Mobile Phone Number for SMS: (_______) _______ - ____________ 

SIGNATURE: 

• Signature of Patient or Legal Guardian: ______________________________ 

• Date: ____ / ____ / _______ 

5. URGENT MEDICAL ALERTS & EMERGENCY DISCLAIMER 

• Not for Emergencies: I understand that this SMS service is intended for routine clinical 
triage, care coordination, and non-emergent medical inquiries. 

• Immediate Danger: In the event of a life-threatening emergency, chest pain, shortness of 
breath, or a sudden change in consciousness, I agree to call 911 immediately or proceed to 
the nearest emergency room. 

• Response Time: While KC Medical Care strives to respond to all clinical inquiries promptly, 
I acknowledge that text messages are not monitored 24/7. Responses are generally provided 
during standard business hours unless otherwise specified by your provider. 

• Facility Protocol: For LTC staff, this SMS line does not replace your facility's internal 
emergency protocols. 

SUBMISSION INSTRUCTIONS 

Please print, sign, and return this form via fax or Mail. 


