
 

 

Consent for Use and Disclosure of  
     Personal Health Information 

 
This form authorizes us to use and disclose your protected health information (PHI) for the purposes of healthcare 
operations, treatment and payment activities. 
 
Before signing, please read our Notice of Privacy Policies to gain a clear understanding of how we may use and 
disclose your PHI. 
 
For questions concerning our Notice of Privacy Policies, please contact: Jackie at 817-503-0305 
 
Patients Consent 
 
Name: __________________________________________________ 
 
Address: ________________________________      Telephone: __________________________________       
 
City: ___________________________________      Email: ______________________________________   
 
State: ____________________Zip:____________     Social Security#:_________-_________-___________ 
 
I, _____________________________, have read your Notice of Privacy Policies and I consent to your use of my 
PHI for the purposes of healthcare operations, treatment and payment activities. 
 
Signature: _______________________________________ Date: ________________________ 
 
If this consent is signed by a personal representative on behalf of the patient, complete the following: 
 
Personal Representatives Name: ___________________________________________________ 
 
Relationship to Patient: ___________________________________________________________ 

 

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your 
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not 
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to 
treat you or to continue treating you if you revoke this Consent. 

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

Signature: _________________________________________Date:  _______________________ 

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name:    

Relationship to Patient:    

REVOCATION OF CONSENT 

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

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you 
received this written Notice of Revocation.  I also understand that you may decline to treat or to continue to treat me 
after I have revoked my Consent 

Signature:  ____________________________________________Date: ______________________ 
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