
PATIENT CONSENT 
FOR USE AND/OR DISCLOSURE OF 

PROTECTED HEALTH INFORMATION 
AND HEALTHCARE OPERATIONS 

hoKhy states that by sigoing this consetit, I acknowledge and agree as fo l lows: 

1. The practice's priywy notice has been provided to me jMior to signing this consent the iwivacy notice includes a 
complete description o f the uses and/or disclosures of my protected bealA information (PHI) necessary for the 
prtK^ce to provide treatment to me, and also necessary fiM-the practice t» obtain poymeia for t t^ 
to carry out Hs heal&care qierations. The practice e^qjlained to me the Privacy Notice will be available to me in 
die Mure at my request The practice has fiirtfaer plained my r i ^ to obtain a copy of the Privacy Notice prior 
to signing this consoit, and encouraged me to read ftivacy Notice caxfiiity prior to signing this c<xiseat 

2. The practice reserves tte rig^ to change its privacy (xactices tbeft are desoibed in its Privacy Notice, in 
accordance with applicable law. 

3. I understand and ccmsent to the following ai^intmeM reminders that wiU be used the practi a)apostcaid 
mailed to me at the address provided by mc; aiKl hytel^hamag my home and leaving a message <MI my answering 
machine or with the individual answering the phone. 

4. Tlie practice may use aiid/<H-disclose my Pm (wiiicta BKhKtes infonnatim id>^ 
treatment provkied to me) m csder for the (Huctice to treat me and obtam payment £CH- that treatment, and as 
necessary for the practice to conduct its ^lecific healthcare opaati<nis. 

5. I understand I have die right to request that the {sactice restrict how my PI n is used and/or disclosed to cany out 
treataMnt,paymait, and/or healthcare operations. Howevo*, the practice is not required to agree to any 
restrictions that I have requpsted. If the practice agrees to a reqiested restrictikHi, tiien die restrictitHi is binding 
on dae practice. 

6. I undersAffiid that diisconseDl is valid fcnr seven years. I further undns^and that I have die ri^ to revoke diis 
consent, in writing, at any time for all fiiture tiansactiwis, with the undcfstaoding that any such revocation ^lall 
not apply to the extent that the practice has already taken acticm in reliance oa this consult 

7. Iimdei5tandti]attfIrevoketfaisconsematanytiiiM,die]xacticehastiKrighttorefiisetot^ 

S. I authorize and release tlK doctor and whomevw he nujy designate as hb assistant to administer treats 
physfcal examinatiwt, chjn^a-actic care, or any clinic sgvices that he deans necessary: imd 1 to disclose ail or 
part of n^ records to anyone vAto is liable undor a contract to the clinic or to the patient a* a fiimily monber or 
employer of fbe patient for all or part of tile clinic's charge, nicluding and not. limited to, hospital or medical 
services companies, insurance companies, workns compensaticm carriers, wel&re fimds, or patient's employer. 

9. I undn^tand that if I do not sign this consent evi<tencing my consCTt to the uses and disclosures described 
above and ccmtained in the privacy notice, ttam the practice wiU not treat me. 

I have read imd mderstaBd the for^on^ ootiee, and aD of my quesOom have foeea answered to my 
satisfiictioii in a way that I can oadentaBd. 

NameofindividiralCpMiri): Signature of individual: 

Signmure of legal representative: Relaticmship: 

Date signed: WiJiwss: 


