OB-GYNE ASSOCIATES OF LIBERTYVILLE, S.C.
Patient Consent for Use and Disclosure of Protected Health Information

With your consent, OB-GYNE Associates of Libertyville, S.C. may use and disclose protected health information (PHI) about you to carry out treatment, payment and health care operations (TPO).  Please refer to out Notice of Privacy Practice for a more complete description of such uses and disclosures.  You have the right to review our Notice of Privacy Practices prior to signing this consent.  We reserve the right to revise our Notice of Privacy Practices at any time.  A revised Notice of Privacy Practices may be obtained at your request. 
· This will be part of your medical record. 

·    If you are a legal guardian of a patient or parent of a patient who is under 18 years of age, we will need a consent  form signed by you for the patient.   
·    You have the right to request that we restrict how we use or disclose your PHI to carry out   treatment, payment and health care operations.    However, we are not required to agree to your requested restrictions, but if we do, we are bound by our agreement.

By signing this form, you are consenting to our use and disclosure of your PHI to carry out treatment, payment and health care operations.  This consent may be revoked in writing except to the extent that we may have already made disclosures in reliance upon your prior consent.
If you decline to sign this consent, we may decline to provide treatment for you. 

Patient Information Authorization

I, _______________________________________ (signature) authorize the methods of communication of my protected health information (PHI) as indicated below.  I understand under the HIPAA guidelines my patient information is held confidential unless authorized by my signature, with the exception of payment operations.

The following person(s) can inquire, pick up records, prescriptions, etc., and take messages regarding my health information:
The following person(s) can inquire, pick up records, prescriptions, etc., and take messages regarding my health information:
	
	Relationship 
	Phone # 

	
	Relationship 
	Phone # 

	
	


OB-GYNE Associates of Libertyville S.C. is authorized to communicate PHI such as lab results, physician messages, or appointment information. Please initial each appropriate line that you authorize:

 Telephone Answering Machine at home: 
                                


   initial
              initial
                       initial         initial
With a person listed above: 



       initial

  initial

          initial
                initial
Email Address:  
Signature of Patient 
Printed Patient’s Name 
Signature of Legal Guardian (if applicable)__________________________________________
Printed Name of Legal Guardian (if applicable) 
* Email will only be used for general information such as: appt reminders, trying to contact you, lab results in, please 

   call office, etc.  Understand, we will not give results via email.                                                                              5/02/08                                     
