PATIENT HIPAA CONSENT FORM

L inderstand fhet T bave certain rigirs 1 privacy regarding my protected health informatiop, These
Tghts are given 1o me under the Health Insurance Portability and Accountability Agt of 1996
(HIPAA) T onderstang that by signing this consent authozi;e You 1o use and disclose my protecied

Treatment (incinding direct or indirect treatment by other healthcare providers involved i my
Teatment);

' Obtzining payment fom third party payers (e.g. my insurance company);
> The day-to-day healtheare operations of you practice. .

I bave also been informeq of and given zheﬁghttoreviewandsecmacop‘y Or your Notice of
PﬁWmecﬁwgwM&comﬁnsammmphmd&scﬁpﬁonofmeusesmddiscldsm of my
:-rmctedheelthinfomaﬁonandmyﬁghts mde:HIPAA.IMmmndthatyoumserveﬂ:eﬁght;o
dmgetheﬁmnsofﬂﬁsnoﬁeeﬁmnﬁmemﬁmcandﬁmimymﬁyonaanyﬁmemobtain
ﬂnnmmaﬁcopyofﬁﬁsmdc.-;

Iunderstandmaﬂhavetheﬁghtmmqmrsuiaions onhowmypmmctedhealﬂlinfomgﬁonis
used and disclosed to myont&eaﬁzmpaythehea[thmopmm but that you are not
requiredtoagreetothmereqtmdr&saicﬁons.However, Eyqudoagree,yo are then bound 1o
comply with this restriction, ’

Iundemandthatlmayrevokethis consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent js not affecied,

Signed this day of 20

Signature

Relationship to Patient
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