HIPPA Compliance/Authorization 
                  [image: ]                                                                   Consent Form

Patient Name: __________________________________ DOB (mm/dd/yyyy):_______________ Date:________________
I give Suburban Orthopedics consent to use the following Protected Health Information and/or disclose the following  which includes, but not limited to appointments, medication refills, DME products, imaging and financial activity in person/over phone to:
	
Family/Friend Full Name & Relationship to Patient 
	Phone Number
	Voicemail
Y/N

	
	
	

	
	
	

	
	
	

	
	
	


	Worker’s Compensation Insurance/Attorney Name
	Phone Number
	Voicemail
Y/N

	
	
	

	                                                   
	
	

	
	
	

	
	
	


  Please place an (*) on phone number, if we can leave a message 
Please place a (*) on phone number if we can leave a message & to be left on a voicemail
I understand that information used or disclosed according to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by law. 
I understand that this authorization is valid for one year from that date, unless it is revocation from patient. If no expiration date is provided, I understand that the authorization is valid for 12 months or until written consent is received by the patient. 
I have the right to inspect and copy the information I have authorized to be disclosed. In the event I refuse to authorize the release of the above-described information, I understand that I will not be disclosed, except as provided by law.
I understand that I may revoke this authorization at any time by giving written notice to the physician of my desire to do so. I also understand that I will not be able to revoke this authorization in cases where the physician has already relied on it to use or disclose health information. Written revocation must be sent to the physician’s office. 
I have read and understood the terms of this Authorization and I have had the opportunity to ask questions about the use an disclosure of my health information. By my signature, I knowingly and voluntarily authorize the entity identified above to use or disclose my health information in the manner described above
Print Name of Patient: _________________________
Signature of Patient, Legal Guardian, or Authorized Agent _____________________________
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