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Notice of Privacy Practices and Disclosure

In accordance with Federal regulations, your health information may be used as necessary by staff members or disclosed to other health care professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment.  Your information may also be used to seek payment from your health plan, or from other sources of coverage.

Additional Disclosure Authorization

I, _______________________________________________ authorize the disclosure of my health information to the individual(s) listed below:


Name of person/relationship




Name of person/relationship




This authorization is effective through __________________________ unless revoked or terminated earlier by the patient or the patient’s personal representative.  You may revoke or terminate this authorization by submitting a written request to our office.

Disclosure Restrictions

Are there any restrictions to the release of medical information?  If yes, please explain:








Patient’s Name (print) _____________________________________Date of Birth________________________________

Patient’s Signaure________________________________________Date______________________________________________

Signature of Patient Representative____________________________________________________________________

Relationship_______________________________________________________________________________________
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