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Consent f o fhe Use and D!sclosure of i.{ea[(h lnformation

l, uderstand that*es"part.of .mv health care. Familv

care or treatment. I understand that this information sefves as:

" A basis for planning my care and treatment,
' A means of communication arnong the many hearth professrona/s who contribuie to my

' A source bf information for apprying my diagnosis and surgicar information to my biii
' A-means bywhich a third;party payer can ierify thatservices billed were actuaJiy provioeo,

I understand and have been provided with the practice privacy poricy ihat provides a morecomplete description of infoimation uses and disclosures. I undeistand tt rt t t-ruu" tne rottowing
righ{s and prrviJeges:

. The right to review the notice, prior to signing this consent, . -

' The righi to objecis to the use bf my health information ior didctory purposes, and"
' The right to request restrictions as to how my health information may be used or disclosed

tb carry oui tfeatment, payment, or health aur" op"ru,,onr.

. I also understand that by refusing to sign thisconsent or revoking this consen ation may refuse to tr.eat me-as per:mitld by Secfionf64.506 of the Code af Federal

I further understand that the Family Medicine of Malta reserves the right to change their noticeand practices and prior to imp/ementation, in accordance with section 164.520 af the code ofFederal Regulations.

should Family Medicine of Malta,,change their notice, they wil send a.copyofany revised noticeto the address l've provided (Whdther U.S. mail, or, if I agree, email)....



I wish to have the following reshictions to the use or disclosure of my health infofmation:

Please Jist any.,indiv.idual(s),.we-may.speak.with' r:egapding,your personal information here, not

included in the scope of the Practice Privacy Policy. (i.e., family members or unrelated person(s)

F{arne of Person Relafionship Phone fdumber

i--^^-;^
i understand that as larflorthlS tt uieto

may become necessary to d,sc Ro{Rer'

consent to such disclosure for these pennitted uses, including disclosures via fax.

I .hereby declare that I have. received a copy of.Jhe P^nactice Privacy Policy a fully. understand

and accept the terms of this consent.

Patient's Signature

Date


