HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you
have reviewed our notice before signing this consent.

Themni:_softhenoticenmycmnge,ifso,youwﬂiﬁemﬁﬁedat)nurnmuvisitmupdamyumsignmddm

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare
operations. Wearemtrequiredﬁoagreewifhﬁﬂsrmuicﬁm,hnifmdo,weshﬂlhomrﬂﬁsag:wnmlheIHPAAGI%hh
Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
heatthcare operations.

Bysignmgﬂﬁsfom,wumnsemmomuwaﬂdisdomofwmmmdhmlﬁwmemﬁmaﬁonmdmmﬁaﬂymymus
usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not
be retroactive. ,

By signing this form, I understand that:

® Pm%dhahhhﬁbmaﬁmmaybeﬁmbsedmwedfmﬁﬂmmtp@mgmhmﬁmopeﬂm

° Ihepmcﬁoemtheﬁgintochmgethepdvacypoﬁcyasaﬂowedbylaw.
mmmmmmmmmﬁmmwmmdmmthmgmmm
‘The patient has the right to revoke this consent in writing at any time and ail full disclosures will then cease.
The practice may condition receipt of treatment upon execution of this consent,

’

May we phone, email, or send a text to you to confirm appointments? YES NO
Mayweleaveamsageonyomanswmingmmhﬁmathomeoronyourceﬂphone? YES NO
Maywédisctmyourmedicaleondiﬁonwithanymemberofyomfamﬂy? YES NO

If YES, please name the members allowed:

(PRINT NAME PLEASE)
Signature: ) Iia'te
Wms: Date:




