
PATIENT COMMUNICATION PREFERENCE 

I authorize the following persons to have full access to my health information: 

 _________________________________ _________________________________      _____________________ 

Name of Contact   (Please PRINT)     Relationship to Patient        Date 

_________________________________ _________________________________      _____________________ 

Name of Contact   (Please PRINT)     Relationship to Patient        Date 

_________________________________ _________________________________      _____________________ 

Name of Contact   (Please PRINT)     Relationship to Patient        Date 

I, ________________________________ give my permission for you to leave any medical or laboratory 

information regarding my health information at the following: 

Home Phone: _________________________________ 

Mobile Phone: _________________________________ 

Work Phone: _________________________________  

Email: _________________________________ 

Mailing Address: _________________________________ 

_________________________________ 

_________________________________ 

_________________________________ 

I, the undersigned, give my permission for Atlanta Heart Specialists, LLC, to disclose my health information as 

described herein.  Any changes to my communication preferences must be submitted in writing.  Atlanta Heart 

Specialists is released from any legal responsibility or liability for disclosure of the above information to the extent 

indicated and authorized herein.   

_____________________      ______________________________________   _________________________ 

Date           Signature of Patient or Legal Representative      Relationship to Patient 

ATLANTA HEART SPECIALISTS, LLC
1468 MONTREAL ROAD, TUCKER, GA  30084, PH: 770-638-1400, FAX: 770-638-1411

4375 JOHNS CREEK PARKWAY, STE 350, SUWANEE, GA  30024, PH: 770-622-1622, FAX: 770-622-1627
5910 HILLANDALE DR, STE 350, LITHONIA, GA 30058, PH: 678-578-8900, FAX: 678-578-8905

1400 NORTHSIDE FORSYTH DRIVE , SUITE 200, CUMMING, GA PH: 678-679-6800 FAX: 678-679-6804
2665 N. DEACTUR RD, STE 320, DECATUR, GA 30033 PH: 404-856-3550 FAX:404-856-3558

5667 PEACHTREE DUNWOODY RD, STE 345, ATLANTA,GA 30342 PH:470-225-6117 FAX:470-225-6120
4120 FIVE FORKS TRICKUM RD, STE 103, LILBURN, GA 30047, PH:770-255-3491 FAX: 770-255-3497
771 OLD NORCROSS RD, STE 310, LAWRENCEVILLE, GA 30046, 770-513-5999, FAX: 770-513-5994

David H. Song, MD, FACC   Sandeep Chandra, MD, FACC    Linda G. Yan, MD, FACC, David D. Suh, MD, FACC,  Anthony Dorsey, MD FACC, FACC, 
             Narendra Singh, MD, FACC, Osman Ahmed, MD, FACC, Zoubin Alikhani MD,  Binu Kunjummen, MD,  Bakhtiar Ali, MD,  Jose A. Torres, MD, 
             George G. Scleparis  MD, MPH, FACC,  Naga V Amar Kommuri  MD,  Jawahar Gazzala  MD, Ghazanfar Qureshi  MD, FACC, FSCAI
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