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HIPAA Compliance Patient Consent Fom

Our Notice of Phvacy Practices provides infomation about how we may use or discIose

PrOteCted heal血infomation. The notice contains a patient’s rights section describing your hghts

under the law. You ascertain血at by your signature that you have reviewed our notice before

Signing this consent. The tems ofthe notice may change, if so, yOu Will be notified at your next

Visit to update your signature/date. You have the right to restrict how your protected hea皿

infomation is used and discIosed for treatment, Payment Or healthcare operations. We are not

required to agree with血is restriction, but ifwe do, We Shall honor this agreement. The HIPAA

(Health Insurance Portability and Accountability Åct of 1 996) law allows for the use ofthe

infomation for treatment, Payment, Or healthcare operations.

By signing this form, yOu COnSent tO Our uSe and discIosure of your protected healthcare

infomation and potentially anonymous usage in publications. You have the right to revoke血is

COnSent in writing, Signed by you. However, SuCh a revocation wi11 not

be retroactive. By signing this form, I have read血e o綿ce copy of the HIPPA Laws and

understand that:

Protected hea皿infomation may be discIosed or used for treatment, Payment, Or healthcare

Opera仕ons.

The practice reserves血e right to change the privacy policy as allowed by law.

The practice has the right to restrict the use ofthe infomation but the practice does not have

to agree to those restrictions.

The patient has the right to revoke this consent in whting at any t血e and all fu11 discIosures

will then cease.

The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, Or Send a text to you to confim appointments?

YES NO

May we leave a message on your answemg machine at home or on your cell phone?

YES NO

May we discuss your medical condition with any member of your紐nily`?

YES NO

IfYES, Please name血e members a11owed:

This consent was signed by:

(PRENT NAME PL己ASE)

Signature :

Wi血ess :
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CONSENT TO RELEAS鴨

psYCmATRTC / MED重CAL狐d/or ALCOHOL / DRUG ABUSE

RECORDS

BⅢⅢ DA職___」_⊥-_」

to have bilateral exchange of infomation that is職場by軸心諦観追s D,O孤o龍〇・

cont壷鳩d in my medical reeord with:

FNP-C,

under the conditious listed below:

1.　T血s infomation will be limited to:

_ Psychiatric/medical/alcoho批in]g al)uSe evalu ation・

_ Psychiatric/medical/alcohol/drug abuse discharge surmary二

二護憲notes　≒欝認諾誓

2.　Purposeorneedfor suchdiscIosure: Continuing care/

T鳩馳皿e調, andんr

3.　This consent is s珂ectto r即ocation at狐ytime excepttothe

extent that acdon has been taken in reliance thereon. If not previously revoked, this

consent will ter血nate upon

4.　An additional consem nmst

i孤船脚加ion.

be obtained for any other transfer or

5.  I understand that I may receive a copy of伽s relea§e.

P轟e劇’s Sig離職∬e

Signature of Parent, Guardi紬or other Person

餌thorized by law to sign in lien ofPatient

(where required)血dicate w址ch.

Witne§S (if applicable)

di§Cl°訊置場Of t龍§



Best Health Primary Care

2875 Main StSuite 2A Stratford, CT O6614 1 203,375,6320 1

Starting January lst, 2019

Medical Appointment Cancellation/No Show Policy

CanceIIation/ No Show Po看icy for provider Appointments,

We understand that there are times when you must miss an appointment due to emergencies or

Obligations for work or family. However, When you do not call to cancel an appointment, yOu may be

PreVenting another patient from getting much needed treatment' Conversely, the situation may arise

Where another patient falls to cancel and we are unable to schedule you for a visit, due to a seemingly
′血11’’appointment book・ Ifan appointment is not cance11ed at least 24 hours in advance you wm be

Charged a thirty重ve ($35) fee; this wi11 not be covered byyour insurance company.

Scheduled Appointments

We understand that delays can happen however we must try to keep the other patients and providers on

time・ Ifa patient is 15 minutes past their scheduled time we will have to reschedule the appointment.

Ifa second No Show or cancellation/reschedule with no 24 hour notice should occur the patient may

be dismissed from Advanced NP Solutions, LLC d/b/a Best Health Primary Care.

Any new patient who fails to show for their initial visit wilI not be rescheduled.

I have read and understand the Medical Appointment Cancellation/No Show Policy and agree to its terms

Signature

Printed name


