PATIENT CONSENT
FOR USE AND/OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION
AND HEALTHCARE OPERATIONS

hereby states that by signing this consent, | acknowledge and agree as follows:

the future at my request. ThepmcﬁeehasﬁnﬂmexphinedmyﬁglnmobminacopyofthcmvacyNoﬁcepﬁor
msignh:g&iscmgaﬂmmmgcdmemmadMWNoﬁumﬁmmesignmgmismmL

. mmaaicemﬂwﬁgmwchmgeMpﬁvmymcﬁcaMmdesaibedmhsPﬁvaNoﬁw,in
accordance with applicable law.

L Imdusmndmdcmsanmmefolbwﬁ:gappommmmmﬁﬂbemdbyﬂxcmﬁcez a) a postcard
mailedtomcattheaddressprovidedbyme;mdb i myhomeandhavhgamgcmmymswermg

2 lunderstnndlhavetherightwrequestﬂmthemcticeresu-icthnwmyl’lllismedand/otdisclosedtocarryom
treatment, payment, and/or healthcare operations. Howevu,thepnctioeisnotrequiredmagmetoany

restrictions that I have requested. lfthepmcticeagreeswarequutedresuicﬁm,ﬂ:enﬂnelmicﬁmisbmdmg
on the practice.

: Iundﬂmdtlmthisconsentisvalidforsevenym [ﬂnﬂﬂmuhﬁmdﬂmlhmﬂleﬁgmtowvokethis
consmt,inwriﬁng,atanytimeforallﬁm!'emtims, with the undesstanding that any such revocation shall
notapplymmeemnthmmepmcﬁcehusahewymkmwﬁmmreMemﬂﬂscmm

4 Iundﬂmndﬁmiflmvokethismnmyﬁmqﬂmpmﬁcehasmeﬁgmmmﬁmemumme.

: IamhmiumdmhueﬂndwmraMwhomevulmmydwgumuhbmimmmadmmmuemm
physicalmmimﬁon,dxﬁ’opxmﬁcm,ormyclhdcmioesﬂmt he deems necessary: and 1 to disclose all or
partofmyrecm-dstoanyonewhoisliablemduacnntrmttoﬂxeclinicmtoﬂmpnﬁaua'aﬁmﬂymcmberor
employerofthepaﬁmtforallorpartoftheclinic’schmge,inchxdhgmdnotlinﬁtedm,hospnnlormedical
smmmmmmwmmmmm’smmm

. Inmderstxndﬁmifldonotsiglmﬁswmanevidencingmyommmdunsesmddisclommmudwme
aboveandconmﬁaedmtheprivacymtice,thenmepmcﬁoewiﬂnotuentme.

lhavcmdndndemnd&eforegohgnoﬁee,andnﬂof-yqnuﬂmhvebeumu‘dtomy
satisfaction in a way that I can understand.

Name of individual (prised): Signature of individual:

Signature of legal representative: Relationship:

Date signed: Witness:




