CONSENT FORM

FOR

MEDICAL TREATMENT AND

RELEASE OF INDIVIDUAL HEALTH INFORMATION

I give permission to release health information necessary to my treatment and the processing of insurance claims to the following:

1. Billing Services 

A. Physician Practice Administration

B. Physician’s Services – GPMS

2. Individual Insurance Companies

3. Physicians Associated With My Care

A. Consulting

B. Referring

4. Hospital Lab and Procedural Departments

5.  Agencies Associated With My Care

A. Home Health

B. Pharmacy

C. Durable Medical Equipment

D. Other ___________________________

6. Significant Others/Family Members/Relatives


(Specifically:  _______________________________________________)




_______________________________________________)




_______________________________________________)




_______________________________________________)

7. If patient is a minor, permission is given for the following  individuals to obtain medical treatment and health information on my child’s behalf:

(Specifically:  _______________________________________________)



_______________________________________________)



_______________________________________________)
Patient’s Signature 






              Date

(I have received the Notice of Health Information Privacy Practices)

If Patient a is Minor – Parent/Guardian Signature



              Date

(It is the patient’s responsibility to notify this office of any changes or revisions to the above consent)

