
Bluestone Health Association, Inc. 
CONSENT TO RECEIVE LAB RESULTS BY MAIL OR VOICEMAIL 

Mailing Authorization 
I authorize Bluestone Health Association, Inc. to mail my laboratory results to the address 
below. 

Street Address  
City, State  
ZIP Code  

Voicemail Authorization 
Phone Number: (_____) ______-________ 

☐ YES – I authorize confidential laboratory results to be left on my voicemail. 

☐ NO – Please do not leave confidential laboratory results on my voicemail. 

Patient Acknowledgement 
I understand it is my responsibility to notify Bluestone Health Association, Inc. whenever 
my mailing address or telephone number changes. 

Patient Signature Date 
  
 

This authorization remains effective according to Bluestone Health Association policies 
unless revoked in writing. 
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