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Ceonsent to the Use and Disclosure of Health Information

of ‘my “heatth care, Family

cribing my health

_, ‘understand that~gs “part~

rarnAdlar ala~trmm relo e
er and/or elecironi o de

NG records des
e

L
Medicine of Malta originates and'maintains pap
t, and any plans for future.

- [P S R— N . | — - m i &
lon ana test results, dizgnoses, treatmen

history, symptoms, examinat
care or treatment. | understand that this information serves as:

= Abasis for planning my care and treatment,
A means of communication among the many health professionals who coniribute to my

care,

» Asource of information for applying my diagnosis and surgical information to my bill

* Ameans by which a third-party payer can verify that services biliad were actually provided,
and ‘

= A toel for routinghealthcarsmopsrations sUoh s gssess ng qUaiity. end-reviewing the

competence of healtl

I understand and have been provided with the Practice Privacy Policy fhat provides a more
losures. | understand that | have the foliowing.

complete description of information uses and disc
rights and privileges:
» Theright to review the notice prior to signing this consent, = *
= Theright fo objacts to the use of my health information for diréctory purposes, and~ -
The right to request restrictions as to how my hezlth information may be used or disclosed

L]

to carry out treatment, payment, or heaith care operations.
a Is not required to agree fo the ]
writing, except to the extent that the organization
has already taken action in reliance theraon [ also understand that by refusing fo sign this
consent or revoking this consent, this organization may refuse to treat me-as permitted by Section
164.506 of the Code of Faderal Regulations,

R B
restriciions reguested,
0

| understand that Family Medicinz of Mzl
and that | may revoke this consent in

| understa i

| further understand that the Family Medicine of Malta reserves the right to change their notice
and practices and prior to implemsntation, in accordance with Section 164.520 of the Cods of

Federal Regujations.
Should Family Medicine of Malta, change their notice, they will send a-copy ofany revised notice
to the address I've provided (whéther U.S. mall, or, if | agree, email).--




[ wish to have the following restrictions to the use cr disclostire of my health information:

Please Jist any.individual(s) we-may-speak-with regarding your personal information here, not
included in the scope of the Practice Privacy Policy. (i.e., family members or unrelafed person(s)
Phone Number

Mame of Person Relationship

T Grderstand That 4s parf-of this organization’s freafment, payment or Health cafe operations, it.
may become necessary to disclose my protected health information another- entity; and |
consent fo such disclosure for these permitted uses, including disclosures via fax.

| hareby declare that | have received a. capy. of the. Rractice Privacy Policy and. fully. understand

and accept the terms of this consent.

Patient’s Signature

Date




