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I understand the risks of unencrypted email and do hereby give permission to Stewart 
Memorial Community Hospital and/or McCrary-Rost Clinics to send my personal health 
information via unencrypted email. 

 

 

__________________________ 
Print email address 
 
__________________________     
Printed name 
 
__________________________   ________________________ 
Signature        Date 
(Parent or guardian of patient is a minor) 
 
 

 

Health Information Management 
1301 W Main Street 
Lake City, IA 51449 

 Office (712) 464-3171, Ext 6465 
Fax (712) 464-1108 


