AMBERLY PARADOA DPM, FACFAS

PATIENT’S CONSENT

for use and disclosure of protected health information to carry out treatment, payment or health care operations

Patient:___________________________________________________________

I agree to allow Dr. Paradoa to use or disclose the protected health care information of the listed patient to carry out treatment, payment or health care operations.

I have been informed of the Privacy Notice. The notice is a more complete description of the uses and disclosures of protected health information that may be made, and of my rights with respect to protected health information.

_____ (Initial) I have received a copy of the Privacy Notice

_____(Initial) I understand that I have the right to review the notice before signing this consent.

_____(Initial) I understand that the terms of the Privacy Notice may change, and that I have the right to request a revised copy of the Notice. 

I understand that I have the right to request a restriction on how protected health information is used or disclosed in order for Dr. Paradoa to carry out treatment, payment and health care operations. Further, I understand that this request for restriction must be in writing and if the health care provider agrees to the restriction, the restriction is binding. However, the health care provider is not required to agree to the requested restriction. I also understand that the office may call my home to confirm information, and will mail statements to the address I have listed, which is part of the health care operations of Amberly Paradoa DPM, FACFAS. 

I understand that I have the right to revoke this consent at any time. The revocation must be in writing. 

Signature of patient:_________________________________________________________

Date:_____/_____/_____

This consent meets the requirements of the Health Information Portability and Accountability Act of 1996 (HIPPA)

