Grace Medical Association

PO Box 292128

Lewisville TX, 76029

HIPPA Privacy Information

Consent for use and Disclosure of Health Information

HIPPA is the Health Insurance Portability and Accountability Act.

We are restricted from revealing to anyone that you or a member of your family is a patient or being treated in our office without your consent.

This restricts us from:

· Presenting your checks to the bank or processing your credit card payment.

· Referring or sharing treatment information or diagnostic records with other healthcare providers to include, but not limited to any specialists you might need to see.

· Filing and processing an insurance claim with your insurance company.

· Making personal contact or confirming appointments with contact information that you have provided to us. This can include, but is not limited to post card/mail, telephone, voice mail, answering machines, e-mail, leaving messages with other person(s) at home or work number, etc.

Signing the HIPPA consent form will enable us to operate normally with the care and business activities of delivering medical services and establishing the framework for compliance with the Act.

(Patient’s Name)________________________________________________________________

Have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. I understand that signing this consent form, I am giving my consent to your use and disclosure of my protected health information to carryout treatment, payment activities and health care operations.

_______________________________________________


Date ___/___/______

Signature of Patient or (Parent if Minor)


Revocation of Consent


I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and health care operations.


_______________________________________________			Date ___/___/______


Signature of Patient or (Parent if Minor)








