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Notice of Privacy Practices  
 
Pursuant to the information contained in the Notice of Privacy Practices, I give permission for 
the use and disclosure of Protected Health Information (PHI) in order to carry out Treatment, 
Payment, and Healthcare Operations (TPO).  
 
I am aware that I have the right to review the Notice of Privacy Practices prior to signing this 
consent.  Should the Notice of Privacy Practices be revised, I am aware that I may obtain a copy 
of the revised form by contacting the Medical Director of this facility.  
 
I give my consent for this organization to contact me by my designated method in order to leave 
a message (mechanically or with another person) or to speak to me directly regarding any matter 
which will help with the conduct of Treatment, Payment, and Health Operations.   
 
Further, I give my consent for the use of mail or e-mail to designated locations, including my 
home, to assist the organization in carrying out the described activities of Treatment, Payment, 
and Healthcare Operations.  
 
I hereby consent to the use and disclosure of my PHI for the purpose of Treatment, Payment, and 
Healthcare Operations (TPO).  This consent is good until revoked in writing, except to the extent 
that disclosures have been made in reliance upon my prior consent.   
 
 

Approved Communications 
 
Please indicate the preferred method(s) to contact you by initialing and confirming: 
 
______ Phone/Voicemail:  #____________________________ 
 
______ Text:          #_____________________________ 
 
______ Email:           _____________________________ 
 
I agree to be contacted by the above methods and acknowledge that text message and email are 
not encrypted and may not be secure.  
 
 
 
_____________________________________                                                  _______________ 
Signature             Date 


