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CONSENT FOR USE OF PERSONAL HEALTH INFORMATION

THIS CONSENT FORM CONCERNS HOW WE MAY USE OR DISCLOSE YOUR 

CONFIDENTIAL HEALTH INFORMATION

Your Health Information is Treated as Confidential  
MFHS treats any information we have about you, your health, the health care you receive, or payment for that care, as confidential.  We may use your health information for treatment, payment, and operations purposes but will not disclose it to third parties, except as provided below.

Summary of Permitted Disclosures of Health Information  
The law permits us to disclose your health information for certain purposes:

· Your treatment (including notifying you for follow-up treatment);

· As required by our government funders for monitoring purposes (note that if you are over 18, you may be contacted by the government to confirm eligibility for services);

· As required by law, such as to report sexually transmitted diseases or child abuse;

· For statistical and summary purposes, if the information cannot be used to identify you;

· To our subcontractors and agents, with appropriate safeguards.

We must obtain specific permission (authorization) from you for other disclosures, including those related to referrals.  We must also obtain your permission for disclosure when certain kinds of information (such as HIV testing) are involved.

Restrictions on How We May Use and Disclose Your Health Information  
You can ask us to restrict the medical information used or shared about you for treatment, payment, and health care operations.  We will tell you whether we can comply with your request. 

Our Notice  
Our Medical Information Privacy Notice is a separate document that explains in detail how we use and disclose your health information.  Please sign below to indicate that you have received a copy of our Notice for your review.  We have the right to change our Notice at any time.  If we do so, you may obtain a copy of the revised Notice by consulting any member of our staff.

____________________________

Patient Name  (Please Print)

Can we release any information regarding your care to anyone other than yourself?

YES ​​​​__     NO __     To Whom:  __________________     Relationship: ____________
 

Can we leave a phone message concerning your care at your home number?

YES ​​​​__     NO __         

Can we mail you information concerning your care to your home address?

YES ​​​​__     NO __     

Please sign below to indicate that you have read this Consent and agree with its terms.

_____________________________

_________________
Signature of Patient  or   Patient Representative



Date

Please initial below to indicate that you have received a copy of our Notice of Privacy Practices.
___________________




_________________

Patient  or  Patient Representative’s Initials




Date

Revised December 2007


