HIPAA CONSENT )4 PLYMOUTH BAY
'WORTHOPEDIC

S~ ASSOCIATES, INC.

Patient Name: Date of Birth:

I acknowledge that | have received or been offered a copy of the Notice of Privacy Practices from Plymouth Bay Orthopedics
Associates, Inc.. This notice explains how my protected health information may be used and disclosed in accordance with
applicable federal and state laws, including the Health Insurance Portability and Accountability Act (HIPAA).

I understand my rights regarding my medical information and how to exercise those rights.
I Optional Restrictions Requested by Patient

Please list any restrictions you are requesting regarding the use or disclosure of your protected health information:

I Authorized Individuals

I authorize the following individuals to receive information regarding my medical care, appointments, billing, insurance, and/or
medical records.

Full Name Relationship Phone Number

I Preferred Communication Authorization

Please check all that apply:

[ ] Leave voicemail messages regarding appointments or test [] Speak with authorized family members listed above
results
[ ] Send appointment reminders by phone/text/email [ ] Patient declines detailed messages

I Patient or Legal Representative

Signature:

Printed Name: Date:

If signed by someone other than the patient:

Relationship to Patient:



