JOHNS CREEK PEDIATRICS

PATIENT CONSENT FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION

With my consent, Johns Creek Pediatrics may use and disclose protected health information

(PHI) about me to carry out treatment, payment and healthcare operations (TPO). Pléase refér to

Johns Creek Pediatrics’s Notice of Privacy Practices for a more complete description of such

uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent
Johns Creek Pédiatrics reserves the right to revise its Notice of Privacy Practices at
anytime. A revised Notice of Privacy Practices may be obtained by forwarding a

e

Gcer at 4035 JohnsCreek Pal‘kW&Y Suite A |

written requést to Jolins Creek Pediatrics Privacy O

Suwanee GA, 30024,

With my consent, J ohns Creek Pediatrics may call my home or other designated lcca*tit}n
a.nd leave a message on VDICE} mail or in persc:-n in reference to any itenis that assmt the pracme in

carrymg otit TPO such as appomtment remmders insurance items and any caﬂ peftmmng to my

_clinical care, mcludmg laboratory results among others.

‘With my consent, Johns Cféék Pediatrics may mail o my home or other designated Iocation any
ltems tha,t assmt the-practice in carrymg out TPO such as appointment reminder ca.rds and patlent

statements as long as they are marlced Personal and Confidential.

 With'my ctiiﬁééxﬁ,jcﬁhﬁszcreek Pediatrics may e-mail
patlent sta.tements I have the right t6 request that Johns Creek Pedla,trlcs

restrict how it uses ‘or d1scloses my PHI to carry out TPO. However the practice 18 not requiréd to

agree 10 my requested restrictions, but if it does, it is bound by this a,greement‘



By signing this form, I am consenting to Johns Creek Pediatrics’s use and disclosure of my

PHI to carry out TPO.

I thay revoke my consent in writing except to the extert that the practice has already made
disclosures in reliance upon my prior consent. If1 do not sign this consent,

Johns Creek Pediatrics may declinie to provide treatment to rhe.

Sigﬁa:ture of Patient c:}r"'I_.,lega-l Guardian

Patient’s Name Date

- Print Name of Patient or Legal Guardian



