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PATIENT CONSENT 1'O SIIARI' PROTECTED III.],AL'I'H INFOIIMATION

xThis fonr rvill allorv us to sharc youl health carc information with individuals you speciiy bclou,+

PA'I'IENT INT'ORMATION
Namc of Patient: Phone Number

Address: Social Sccurity Number'

I (the undcrsigned) hercby consent to Orlhopedic Surgeons of Kokomo, LLC (hereafter referred to as OSK) leaving a
voicemail message at thc number indicated above and/or discussing with the individual listed below, information related
to nry protectcd health infomation (hercaller relerred to as PI{l). -fhese communications may include, but are not limited
to, appointment reminders, medications, pre-registration, billing and insurance items, and any other infonnation pertaining
to clinical health services, such as laboratory and test results. I understand that this consent is only valid at OSK.

YOI.JR RIGH'I'S WII'H RESPECT TO 'fHIS CONSENT:
I understand that I have the right to revoke this consenl at any time by sending a written statement to OSK, except to the
extcnt OSK has ah'eady nade a disolosure in reliance upon my prior cor'rsent. l'his consent is valid until I rcvoke it in a
writlen slatemcnt.

xWitll n] consenl, OSK may releasc m PHI to thc follou in

I understand that the information listed above may be communicated via fax, photocopy, verbal communication,
telephonc, voicemail and/or direct mail. I further understand that this consent does not permit the release of mv actual
medical records to the individual Iisted abovc I will have to sign a separate authorization fom provided by OSK

Name Relationship to Patient:

Dale of Birth Phone Number:

Signature of Patient or [,egal Representative Datc

Signature of Witness

Legal Authority
(mark one)

( ) Custodial Parent ( ) Legal Guardian ( ) Authorized Legal Representative

Date of Birth:

lCily/Srate/Zip:

ind ividual:

Legal Rcprcsentation Rclationship and authority


