Patient Authorization-Routine Disclosure of Medical Information
HIPAA (Health Insurance Portability and Accountability Act) 

Consent to disclose Personal Health Information(PHI) for purposes of treatment, payment, and healthcare operations.
I consent to the use of disclosure of my protected health information Arcadia Medical for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills, and/or conducting health care operations of Arcadia Medical. I understand that diagnosis or treatment of me by my provider may be conditioned upon my consent as evidenced by my signature on this document.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment, or healthcare operations of the practice. Arcadia Medical is not required to agree to restriction that I request, the restriction is binding of Arcadia Medical.

I have the right to revoke this consent, in writing, at any time, except to the extent that Arcadia Medical has taken action to reliance on this consent. I understand I have a right to review Arcadia Medical 's Notice of Privacy Practices prior to signing this document. Arcadia Medical's Notice of Privacy Practices has been provided to me. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills, and in the performance of health care operations of Arcadia Medical.

Arcadia Medical reserves the right to change the privacy practices that are described in that Notice of Privacy Practices. I may obtain a revised Notice of Privacy Practices by accessing the practices website, calling the office and requesting a revised copy be sent in the mail, or asking for one at the time of my next appointment.

I have been provided with a copy of Arcadia Medical's privacy policy and

_______ I have read the privacy policy
_______ I do not wish to read the privacy policy but wish to give my consent
If we are authorized to share medical information with any immediate family members or individuals. please list pertinent information below:
Name: ___________________________ Telephone: ______________ Relationship: ____________

Name: ___________________________ Telephone: ______________ Relationship: ____________

Name: ___________________________ Telephone: ______________ Relationship: ____________

Patient's Signature: ________________________________ Date: ____________________
Printed Name: ____________________________________ Date of Birth:________________
________ Check here if patient is under legal age or incompetent to give consent. Printed name and signature of legal guardian or health care agent is needed above in this case. 
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