IRVING

FOOT AND ANKLE

REQUEST FOR CONFIDENTIAL COMMUNICATIONS

Name of patient:
Date of Birth:

By signing this form, I authorize Footcare-Centers to use and disclose my Protected Health Information to the following
people listed below:

Share my Protedted Health Information with:

Spouse
Parent

Guardian
Children
Other

Please list their name on the lines below

Please provide us with the addresses, phone numbers or any other modes of communication in which you
authorize communication.

Disclose my protected health for the following reasons:
To leave an appointment reminder with the person who answers or on my answering
machine/voicemail
To leave a message to call the office regarding a return phone call, prescription,
supplies/orthotics are ready or matters regarding account

Other:

I understand that I have the right to revoke this authorization at any time by notifying the HIPAA Privacy Officer for the
appropriate office location



I understand that a revocation is not effective to the extent that the practice has relied on this authorization in it’s
actions. Also a revocation is not effective if this authorization was obtained as a condition of obtaining insurance
coverage as other law provides the insurer with the right t context a claim under the law of the policy itself.

I understand that information used or disclosed pursuant to this authorization may be subject to re-diclosure by the
recipient and may no longer be protected by the federal or state law.

Footcare Centers will not condition my treatment, payment and enrollment in a health plan or eligibility for
benefits on whether I provide authorization for the requested use or disclosure.

I have the right to review the Protected Health Information to be used or disclosed or Imay refuse to sign this
authorization. Footcare Centers reserves the right to receive compensation dependent on the circumstances of
disclosure

- Date: - -~
(Signature of Patient or Legal Guardian)

(Printed Name of Patient or Legal Guardian)



IRVING

FOOT AND ANKLE

Consent for Use and Disclosure of Health Information

I understand that as part of the provision of healthcare services, Footcare-Centers creates and
maintains health records and other information describing among other things, my health
history, symptoms, examination and test results, diagnoses, treatment and any plans for future
care or treatment.

I have been provided with a Notice of Privacy Practices that provides a more complete
description of the uses and disclosures of certain health information. I understand that I have
the right to review the notice prior to signing this consent. I understand that Footcare-Centers
reserves the right to change their Notice and practices and prior to implementation will mail a
copy of any revised notices to the address I have provided. I understand that I have the right to
request restrictions as to how my health information may be used or disclosed to carry out
treatment, payment, or healthcare operations and that the office 1s not required to agree to the
restrictions requested.

By signing this form I consent to the use and disclosure of protected health information about
me for the purposes of treatment, payment and health care operations. I have the right to revoke
this consent, in writing, except where disclosures have already been made in reliance on my prior
consent.

This consent if given freely with the understanding that.

1. Any and all records, whether written or oral or in electronic form are confidential and cannot be disclosed without my prior
written authorization, except as otherwise provided by law.

2. A photocopy or fax of this consent is as valid as this original.

3.1 may revoke this consent at any time except where information has already been released. This consent 1s is valid until
revoked by me in writing.

4.1 have the right to request that the use of my Protected Health information that is used or disclosed for the purposes of
treatment, payment or health care operations be restrticted. Footcare-Centers 1s not bound by the restriction unless it is in
agreement with the rstriction.

Pateint’s Name Printed Date

Patient’s Signature (or Guardian, if a Minor) Date of Birth (For Indentification Purposes)



