HEARD IT THROUGH THE GRAPEVINE AUDIOLOGY, PC

Consent Form

CONSENT FOR TREATMENT
I consent to receive audiological services at Heard It Through The Grapevine Audiology, PC. This consent encompasses audiological procedures including, but not limited to, diagnostic testing and rehabilitative treatment.
I understand that this consent form will be valid and remain in effect as long as I receive audiological care at Heard It Through The Grapevine Audiology, PC.
Signature__________________________________    Date _____________

Parent/Guardian Signature_______________________________    Date ___________

Statement of the interpreter (if appropriate)
I have interpreted the information to the best of my ability, and in a way in which I believe s/he can understand:

Interpreter’s Signature__________________________________    Date ___________

Consent of Release for Protected Health Information (PHI)

In order to ensure proper follow-up and continuity of care, I agree that a copy of my medical record may be released to my physician, a designated referral physician and/or the provider, if any, who referred me here.

Signature__________________________________    Date _____________

Acknowledgment of Review of Privacy Policy

I have reviewed this office’s Notice of Privacy Practices that explains how my health information will be used and disclosed. I understand that I am entitled to a copy of this document.

Signature__________________________________    Date _____________

Patient Authorization of Disclosure

In general, the HIPAA Privacy Rule gives individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The individual is also provided the right to request confidential communications of PHI be made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s home. The patient may revoke or change this authorization at any time with a written request.

I wish to be contacted in the following manner (Check all that apply):

Home Telephone:

□ O.K. to leave message with detailed information

□ Leave message with call-back number only

 Work Telephone:

□ O.K. to leave message with detailed information

□ Leave message with call-back number only

□ Do not call me at work

Written Communication

□ O.K. to mail to my home address

□ O.K. to fax to my home fax:

□ O.K. to email: 

□ OTHER: ___________________________________________________________________

Would you like to receive our newsletter?


□ yes

□ no

Via:  □ Email

□ Mail

Would you like to receive information on promotional items?


□ yes

□ no

Via:  □ Email

□ Mail
Please indicate any other family members with which you would like us to be able to communicate health, insurance, and/or financial information relating to your hearing health care.

Name: _________________________________ Phone # _____________________ Relationship: ____________________________

Patient Signature:___________________________

Date:__________________________

□ Patient Refused to sign
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