










H
IPA

A
 Com

pliance Patient Consent Form
  

O
ur N

otice of Privacy Practices provides inform
ation about how

 w
e m

ay use or disclose protected health inform
ation.  

The notice contains a patient’s rights section describing your rights under the law
. Y

ou ascertain that by your signature that you 
have review

ed our notice before signing this consent.  

The term
s of the notice m

ay change, if so, you w
ill be notified at your next visit to update your signature/date.  

Y
ou have the right to restrict how

 your protected health inform
ation is used and disclosed for treatm

ent, paym
ent or healthcare 

operations. W
e are not required to agree w

ith this restriction, but if w
e do, w

e shall honor this agreem
ent. The H

IPA
A

 (H
ealth 

Insurance Portability and A
ccountability A

ct of 1996) law
 allow

s for the use of the inform
ation for treatm

ent, paym
ent, or 

healthcare operations.  

By signing this form
, you consent to our use and disclosure of your protected healthcare inform

ation and potentially anonym
ous 

usage in a publication. Y
ou have the right to revoke this consent in w

riting, signed by you. H
ow

ever, such a revocation w
ill not 

be retroactive.  

By signing this form
, I understand that:  

• 
Protected health inform

ation m
ay be disclosed or used for treatm

ent, paym
ent, or healthcare operations.  

• 
The practice reserves the right to change the privacy policy as allow

ed by law
.  

• 
practice has the right to restrict the use of the inform

ation but the practice does not have to agree to those restrictions.  
• 

The patient has the right to revoke this consent in w
riting at any tim

e and all full disclosures w
ill then cease.  

• 
The practice m

ay condition receipt of treatm
ent upon execution of this consent.  

M
ay w

e phone, em
ail, or send a text to you to confirm

 appointm
ents?  

 
 

Y
ES 

N
O

 
 M

ay w
e leave a m

essage on your answ
ering m

achine at hom
e or on your cell phone? 

  
Y

ES 
N

O
 

 M
ay w

e discuss your m
edical condition w

ith any m
em

ber of your fam
ily?  

 
 

Y
ES 

N
O

 

If Y
ES, please nam

e the m
em

bers allow
ed:  

___________________________________________________________________________________________________  

___________________________________________________________________________________________________  

  This consent w
as signed by: ____________________________________________________  

     (PRIN
T N

A
M

E PLEA
SE)  

 

Signature: ________________________________________________________________ D
ate: _________________  

W
itness: _________________________________________________________________ D

ate: _________________  

   


