MODEL CONSENT

FOR THE USE AND/OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION

| hereby give consent to (insert name of Covered Entity/Entities) to use and disclose
my protected health information for the purposes of treatment, payment and health
car e oper ations.

Our Notice of Privacy Practices provides more detailed information about how we may
use and disclose your protected health information. You have the right to review our
Notice of Privacy Practices before you sign this consent.

We reserve the right to change the terms of our Notice of Privacy Practices. You may
obtain a copy of the current notice by: [Describe method, e.g., going to our web site/
calling1-800- - /*

You have a right to request us to restrict how we use and disclose your protected health
information for the purposes of treatment, payment or health care operations. We are
not required to grant your request, but if we do, the restriction will be binding on us.

You may revoke this consent at any time. Your revocation must be in writing, signed by
you or on your behalf, and delivered to the address at the foot of this form. You may
deliver your revocation by any means you choose (e.g., personally or by mail), but it will
be effective only when we actually receive it. Your revocation will not be effective to the
extent that we or others have acted in reliance upon this consent.

Sign: Date:

Print name of patient:

If you are signing as the patient’ s representative:

Print your name:

Describe your authority:




REVOCATION

| hereby revoke the consent given above.

Sign: Date:

Print name of patient:

If you are signing as the patient’ s representative:

Print your name:

Describe your authority:

Address for revocation: Y our revocation will be effective once it is received at the
following address:




