
 
 
 
 
 
 

HIPAA 
PATIENT CONSENT FORM 

 
Our Notice of Privacy Practices provides information about how we may use and disclose protected 
health information about you.  The Notice contains a Patient Rights section describing your rights 
under the law.  You have the right to review our Notice before signing this consent.  The terms of our 
Notice may change.  If we change our Notice, you may obtain a revised copy by contacting our office. 
 
You have the right to request that we restrict how protected health information about you is used or 
disclosed for treatment, payment or health care operations.  We are not required to agree to this 
restriction, but if we do, we shall honor that agreement. 
 
By signing this form, you consent to our use and disclosure of protected health information about you 
for treatment, payment and health care operations.  You have the right to revoke this Consent in 
writing, signed by you.  However, such a revocation shall not affect any disclosures we have already 
made in reliance on your prior Consent.  The Practice provides this form to comply with the Health 
Insurance Portability and Accountability Act of 1996 (HIPPA). 
 
The patient understands that: 

• Protected health information may be disclosed or used for treatment, payment or health care 
operations 

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to 
review this notice 

• The Practice reserves the right to change the Notice of Privacy Practices 
• The patient has the right to restrict the uses of their information but the Practice doesn’t 

not have to agree to those restrictions 
• The patient may revoke this Consent in writing at anytime and all future disclosures will cease 
• The Practice may condition receipt of treatment upon the execution of this Consent 

 
This consent is signed by:_____________________________________ 
                                        Printed name—Patient or Representative (if pt a minor) 
 
                                        _____________________________________ 
                                        Signature 
 
                                                                                 
Witness:                          _____________________________________ 
 
                                        Signature    
 
Date:                               _____________________________________ 
 



                                                                 COMPLETE THE ENTIRE FORM                                            DATE                                                                                                                              

NAME                                                                                       BIRTH DATE                                                    AGE             M      F                                                                                                                                                                                                                                                         

SOC SEC. #  _______________________________        SGLE    MAR    WID    DIV      CHILD                                                                                                                                                                                                   

HOW DID YOU HEAR ABOUT US?  DOCTOR     HOSPITAL     FRIEND     ANOTHER PATIENT - SPECIFY NAME                                                                                                                                        

                                                      NEWSPAPER         RADIO                  TV                                                                                                                                                                                                                                                                                                                                                                                                          

MAY WE CONTACT YOU AT    HOME      WORK       CELL                                                                                                                                                                                                                                                                                                                                                                      

EMAIL ADDRESS                                                                                                                                                                                                                                                                                                                                                                                                  

PRESENT ADDRESS                                                                                                            HOME PHONE                                                                                                                                                                                                                                                                   

TOWN                                               STATE                               ZIP                                     CELL PHONE                                                                                                                                       

OCCUPATION                                                      EMPLOYER                                                                                                                                                                                        

EMPLOYER ADDRESS                                                                                                            WORK PHONE                                                                                              

NAME OF SPOUSE OR PARENT                                                                                               PHONE                                                                                                                                                                                      

ADDRESS                                                                                                                                                                                                                                                                                                                                                                                                                                                                      

OCCUPATION                                                      EMPLOYER                                                                                                                                                                                                                                                                                                                                                             

EMPLOYER ADDRESS                                                                                                                   WORK PHONE                                                                                                                                                                                                                                                                                                                                                                                                                             

PERSON TO CONTACT IN CASE OF EMERGENCY                                                                                                                                                                                                                                                                                                                                                                         

ADDRESS                                                                                                                                 PHONE                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         

PRIMARY MEDICAL INSURANCE - COMPANY                                                                                 POLICY #                                                                                                                                                        

NAME OF PRIMARY CARD HOLDER AND DATE OF BIRTH                                                                                                                                                                                            

ADDRESS                                                                                     SELF      SPOUSE       CHILD        OTHER                                                                                                                                                                                

SECONDARY INSURANCE - COMPANY                                                                                           POLICY #                                                                                                                                                                                     

ADDRESS                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

OTHER HEALTH INSURANCE                                                                                                                                                                                                                                                                                                                                                                              

                                                                                                                                                                                                                                                                                                            

                                                                    COSMETIC SURGERY AND MEDICATIONS ARE NOT                                                                                                                                                                                                            

                                                                             COVERED BY MEDICAL INSURANCE                                                                                                                                               






