


Consent to the Use and Disclosure of Health Information
for Treatment, Payment, or Healthcare Operations

l , understand that as part of my health care, Certified Medical Specialists
originates and maintains paper and/or electronic records describing my health history, symptoms,
examination and test resulls, diagnoses, lreatment, and any plans for future care or treatment. |
understand that this information serves as:

A basis lor planning my care and treatment,
A means of communication among the many health professionals who contribute ta my care,

A source of information for applying my diagnosis and surgical information to my bill
A means by which a third-parly payer can verily that services billed were actually provided, and
A tool lor rouline healthcare operations such as assessing quality and reviewing the compelence of

healthcare prolessionals

| understand and have been provided with a Notice of Information Praclices that provides a more
complete description of informalion uses and disclosures. | understand that | have the following rights and

privileges:
« The right to review the notice prior to signing this consent,

«  The right to object to the use of my health information for directory purposes, and
The right to request restrictions as to how my health information may be used or disclosed lo carry*

out treatment, payment, or health care operations

| understand that Ceriified Medical Specialists is nol required to agree to the restrictions requested. |
understand that | may revoke this consent in wiiting, except to the extent thal the organization has
already take action in reliance thereon. | also understand that by refusing to sign this consent or revoking
this consent, this organization may refuse lo treat me as permitted by Section 164.506 of the Code of

Federal Regulations.

| further understand that Certified Medical Specialists reserves the right to change their notice and
practices and prior o implementation, ii adcordance With~Sectidn 164:520 “of ‘the Code of -Federal
Regulations. Should Certified Medical Specialists change their notice, they will send a copy ol any
revised notice to the address I've provided (whether U.S. mail or, il | agree, email).

| wish to have the following restriclions to the use or disclosure of my health information:

| understand that as part ol this organization's treatment, paymenl, or health care operations, it may
become necessary to disclose my protected heallh information to anather entity, and | consent to such

disclosure for these permitted uses, including disclosures via fax.

I fully understand and accept / decline the terms of this consent.

Patient's Signature

Date




LIFETIME AUTHORIZATION

I request that payment of authorized Medicare benefits be made either to me or
on my behalf to Certified Medical Specialists for any services furnished to me
by that provider. | authorize any holder of medical information about me lo
release to the CMS and its agents any information needed to determine these
benefits or the benefits payable for related services.

Date:

Signature:

Patient, Parent or Guardian

CONSENT FOR CARE

I hereby give my consent for treatment to Certified Medical Specialists,
including treatment or services, and which may include but not be limited to
laboratory procedures, examination, medical treatment or procedures rendered
for me/my dependent under the general and specific instructions of the patient’s

physician.

Date:

Signature:

Patient, Parent or Guardian

If I am a minor or filing benefits through my parent’s/guardian’s insurance, |
authorize you to release information concerning my medical care to my parent(s)

or legal guardian.

Date:
Parent/Legal Guardian

Signature:

AUTHORIZATION TO OBTAIN/RELEASE MEDICAL RECORDS

| authorize Certified Medical Specialists or any person designated by them, to
obtain/review copies of my medial records to any physician or institution for the
purpose of evaluation and/or comparison with examination and testing being

performed on me/my dependent.

Date:

Signature:

Patient, Parenl or Guardian













