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CONSENT TO USE AND DISCLOSE YOUR HEALTH INFORMATION

This form is an agreement between ________________________________________and





          Patient Name (or Personal Representative Name)

___________________________________________________________________. 

Behavioral Health Care Provider Name

Our office, like any other health care provider or facility, collects medical information about you.  This information, called Protected Health Information (PHI), is used primarily to help us understand and treat your symptoms/problems.  At times, we also may need to share your PHI with persons or organizations that provide additional treatments to you, arrange payments for our services, or perform some other specific health care operation.

By signing this form, you are agreeing to let us use your PHI and disclose it to others, as needed.  The Notice of Privacy Practices (NPP) explains in more detail your privacy rights, as well as specific ways in which your PHI can be used and disclosed.

Signing this consent form acknowledges your acceptance of the terms of the NPP and allows us to treat you.

In order to maintain compliance with changing privacy regulations, changes to our NPP may also become necessary.  These changes will be posted in our NPP, which can be found in our office waiting area.  You may obtain a copy of our NPP from either your behavioral health care provider or the practice Privacy Officer, E. Christopher Payne, Ph.D.

You have the right to ask us to not use or disclose some of your PHI, but you must submit your request to us in writing.  Please be advised that although we will do our best to honor your request, we must follow the use and disclosure guidelines outlined in the NPP.

You also have the right to revoke this consent (in writing) at any time.  Upon revocation, we may no longer use or disclose your PHI.  Please note, however, that we cannot take back any PHI we used/disclosed prior to your revocation.

_________________________________________

______________________

Signature of Patient (or Personal Representative)

Date

__________________________________________
______________________ 

Patient Name (or Personal Representative Name) 

Relationship to Patient

