HIPAA PRIVACY POLICY PATIENT
CONSENT FORM

I understand that | have cermamn nghts to privacy regarding my protected health insurance
portabibry and accountability act of 1996 (HIPAA). | understand that by signung this conscn

| authonze you to usc and disclose my protected heath informanon to carry out

Trearment (including direct or indirect treatment by other healtheare provadens
mvolved i my trearment)

»  Obtaining payment from third party payers (i.e. my mnsurance company)
The day 1o day healthcare operation of your practice

| have also been mformed of and given the nght to review and sccure a copy of your Nuoti
of Pavacy Practices, which contains a more complete description of the uses and disclosures

of my pt;ﬂﬁ*l‘t‘d health information, and my nights under HIPAA. 1 understand that you
reserve the nght to change the teems of this notice from ume to ume and that | may contac

vou at anytume to obtain the most current copy of this notice.

| understand that | have the right to request restnctions on how my protected health
mformation is used and disclosed to carry out treatment, payment, and health carc
operations, but that you are not required to agree to theses requested restrictions. However,
if you do agrec, you are then bound to comply with this restnction.

I underseand that 1 may revoke this consent, in writing, at anytime. However, any use or
disclosure that occurred prior to the date | revoke this consent is not affected.

Signed this dey oSl e 120,

Print Patient Name

Relationship to Patient

Signature




