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East Valley Diabetes & 

Endocrinology 

4100 S Lindsay Rd Ste 130 

Gilbert, AZ 85297 

Consent to Receive Text Messages Adult Patient or Parent/Guardian 

By consenting to receive SMS messages, you are agreeing to be contacted by East Valley 

Diabetes & Endocrinology or their authorized vendors on behalf of your healthcare 

providers via text (SMS) messages to your mobile phone and other wireless devices, and 

the use of an automatic telephone dialing system, for the purpose of providing 

appointment services, patient care reminders and other appropriate messages. 

Text messages will vary in frequency, by texting program and will be regarding your 

healthcare services. As part of enrollment in an SMS Texting Service, you may send the text 

message "HELP" to Us for assistance. Additionally, you may opt-out of an SMS Texting 

Service by replying "STOP" from Your mobile phone. After You send the text message 

"STOP" to Us, we will send You a text message to confirm that You have been unsubscribed. 

After this, you will no longer receive text messages from Us. If You want to join again, you 

must enroll as You did the first time, and We will start sending text messages to You again. 

Text messages will be sent using an automatic dialing system to the mobile phone number 

provided to Us. 

East Valley Diabetes & Endocrinology will not share mobile opt-in information for SMS 

messaging with third parties for marketing purposes, nor will we sell or use your opt-in 

contact information for any other purposes. 

Message and data rates may apply for any messages sent to You from Us and to Us from 

You. If You have any questions about Your text plan or data plan, it is best to contact Your 

wireless provider. If You have any questions regarding privacy, please read our Privacy 

Policy. Please see our website www.myazdr.com/office-paperwork/ for details

_YES, text (SMS) messages and notifications 

Phone Number: __________ _ 

Signature of Patient or Parent/Guardian of Minor Patient Date 

Print Patient or Parent/Guardian Name Date of Birth 




