
CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Namc :

Addrcss

Tc lophonc

Pili lont #:

m a l

Soc ia l  Sr :c i t r i t y  /

SECTION B: TO THE PATIENT _ PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purposeo f  Consen t :  Bys ign ing th i s f o rm ,youw i l l  consen t t oou ruseandc i i s c l osu rco f  yoL r rp ro tec tedh€ l . r l t h i n f o r -
mat ion to czrrry out  l reat . r rent ,  payrnent act ivr t ics,  and heal thcare opefatron5.

Not ice of  Pr ivacy Pract ices:  You havc thc r ight  to rcad our Not ice of  Pr ivacy Pract ices beforc you decide whether
t o  s i gn  t h i s  Consen t .  Ou r  No t i ce  p rov i des  a  c j esc r i p t i on  o f  ou r  t r e ; r tmen t ,  pay r r r en t  i r c t i v i l i e s ,  an . l  hca  l hca re  ope r '
at ions,  of  the uses and disc losures wo may make of  your pfote.- ted heal lh informat ion,  ; lnd of  o lh( ] r  important  mat

ters about your protcctcci  heal th infof  nr . r t ion.  A copy of  our Not ice accompanics th is Consent We r :ncouraqo yor:  to

rcad i t  careful ly  and completely beforc s iqninq th is Con: ient

We reserve the r ight  to chanee our prrva.-y prar , t rccs . rs descr ibed rn our Not ice of  Pr ivacy f r ract ices.  l f  we chetnge
ou r  p r i vacy  p rac t i ces ,  we  w i l l  i s sue  a  r ev i sed  No t i ce  o f  P r i vacy  P rac t i c cs ,  wh i ch  w i l l  co r t a i r r  t he  c l r ' r n , j , ' \ .  Those

changcs may apply to any of  your protected heal th informat ion that  we maintain.

Yor- l  may obtain a copy of  our Not ice of  Pr ivacy Pract  ices,  inc lud ing any revis ions of  our Not ice,  at  any t i rnc by contacf  In l l

conr.r.t porson: Office Manager

T,  ' l r  ,1  r l  rune 201-666-0522 Fu^, 201-666j9191

E  m . r i l

Adcrrc:s: 554 Rivervale Road, River Vale, Ne* Jersey ffi

Righ t  t o  Revoke :  You  w i l l  have  t he  r i gh t  t o  r evokc  t h i s  Consen t  a t  any  t ime  by  g i v i ng  us  w r i t t cn  no t i c c  o f  yoL r r

revocatron subrni t tec i  to the Conterct  Person l is teci  above.  Please understand that  revoc. l t ron of  th i5 i  Consent wi l l  not
af fect  any act ion we took in re l iance on th is Consent beforc we received your revocat ion,  and that  we may decl i i lc  to
treat  yoLt  or  to cont  nue t reatrng you i f  you revokc th is consent.

SIGNATURE

have had fu l l  opportuni ty to read and constder the
con ten t s  o f  t h i s  Consen t  f o rm  and  you r  No t i ce  o f  P r i vacy  P rac t i ces .  I  unde rs tand  t ha t ,  by  s i gn inq  t h i s  Consen t
form, I  am giv ing my consent to your use and disc losure of  my protected heal th informat ion to carry out  t reatment,
payment act iv i t ies and heal th care operat tons,

Signature Datc:

l f  th is Consent is  s iened by a personal  representat  ve on behal f  of  the pat ient ,  complete the fo i lowing

P, i r \on  r l  Rcptus ,  n l . r t , vc  s  Nrm,

Re la t ionsh ip  to  Pat ion t

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

Include completed Consent in the patient 's chart.


