[NAME OF PRACTICE}

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Mame =
Address

Telepnona: I _Eemalt ——

Pabient & —SoclalSopurdtyd: e

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consant: By signing this form, you will congent to cur use and disclosure of your profecied Faalth inlos-
ration to casry out insatment, payment actwities, and healthcan cperations

Motice of Privacy Practices: Tou hava the right 1o read our Notice of Privacy Practices bafore you decide whathar
tz sign this Consant. Cur Metlce prosides a deseription of our treatrnent, paymeant actsities, and healthcare oper-
alsong, of the uses and disclosunes we may make of woor profected health informatian, and of other imponant rrat-
ters about wour profecied nealth ndcernation. & copy of our Modice accompanies this Congent. We entourage wau 1o
resd it carefully ard completely betore signing this Consent,

‘We raserve tha right to change our privacy practices as dascrbed in our Notica of Privacy Practicas, i wa changa
our privacy practices, we will izsee a revised Motice of Privacy Prectices. which will contein the chengss. Thosa
changes may apply 1o any of yaur profected health information that we maintain,

Yo ey obilam & ooy of ol Malice af Privacy Practices, including army revisions ot our Mobaoe, at any fime by contacting:

Cindncd Perenre

mma

Talephore Fag:

E-mail:

D rege

Right to Revoke: You will hawve the right (o revake this Consent 1 any lime by giving os weillen nolice of yaur
revpcatian submitted 10 the Contact Person listed abour. Please urdarstand that revecation of this Consesnt will not
afect any action wa took in reliance on this Consant before we received your revocation, and that » may decling fo
traat vou or o continue traating you if you revake this Consent.

SIGNATURE

l. b had tull opportuniy b read and cansider the
contents of this Cansent farm and yvour NI_‘II‘IF.H |:]f Privacy Practices. | pndarsfand thal, by signing this Congenl
farm, | am giving my consent to your use and disclesure of my protected health information o carry out treatrnent.
payment poteeties and health care oparations

Signalure: Crarba:

If tnits Consant s signed by a parsonal represenistive on ehall of the paliend, complets the Tolkowing:

Permonal Feprsardative's Mamg;

Ralailanship o Patiee:

¥OU ARE ENTITLED TO A COPY OF THIS CONSENMT AFTER YOU SIGHM IT.
Include completed Consanl in the patient's charl,




REVOCATION OF COMSENT

Frevoke my Congent for your use and disclosure of my profected haalth information (o breatment, paymiend
acilvities, and healthcare cperations.

I understand thal revocefion of my Congent will nod affect any schion you took in refance an my Consent bsfora you
recesed this writlen Motice of Revocaton, | alse understand that you may dackne to traat or to continue to treat me
atter | have revoked my Consent,

Sag natune D
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