
PATIENT CONSENT FORM

I understand that, under the Health lnsurance ponabitity & Accountability Act of 1996 (HlpAA), I
have certain rights to privacy regarding my protected hearth information- r understand that this
intormation can and will be used to:

. Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment direcfly and indiredty.

. Obtain payment from third_party payers.

. Conduct normal healthcare operations such as quality assessments and physician
certifications.

I have been inlormed W you ol your Notice o.t pivacy pnclices d)ntaining a more compleledescription of the uses and disctosures o, my heatth information- | have b;en given lhe right torevEw such Norbe of pivacy p'E,ctices wior to signing lhis consent. I understand that this.ryanization has the right to change its /vo tice of pivacy pructicesfrom lime to time and that l maycontact lhis organization at any tjme at the address below to obtain a current copy ot the Nolice otPivacy Praotices-

I undetstand that I may request in writing that you restrict how my private information is used ordisclosed to carry out lreatment, payment or health care operations I also unOerstand you are not

ff'H:"*T:: 
. ry requested resrricrions, bur if you do agreu t un fou-ur" nornd to abide by

I understand that I may revoke this con
taken action rerying on this consent. 

senl in writ'ng at any time' except to the extent lhat you have

Pated Name:

Signature:

Relationship to patient:

Dat€:


