
LAST NAME:  _________________________________      FIRST NAME:  _______________________   M:  ____ 

ADDRESS: ______________________________________________________________________________ 

 ______________________________________________________________________________ 

     SOCIAL 
BIRTH DATE:   M_____ D_____ Y _____      GENDER: □M   □F      SECURITY:  _______-_______-_______ 

HOME PHONE #:   (________) ___________________      WORK  #:  (________) ___________________ 

 

CELL #:   (________) ________________________          E-MAIL:  _______________________________________ 
 
 
MAIL ORDER PHARMACY NAME:________________________- PHONE  #:_____________________________  

 

MARITAL STATUS:   □M    □S    □D   □W            PHARMACY PHONE #:  (_______) _______________ 
 
EMERGENCY 
CONTACT:  ____________________________  RELATION: ___________ PHONE #: (______) ____________ 
 

 
PATIENT CONSENT FORM for Drs. Reddy, Brady and Chow 

 
I understand that under the HIPPA Act of 1996, I have certain rights to privacy regarding my protected health information.  I 
understand that this information can and will be used for the purpose of: conducting, planning, and directing my treatment, 
follow-up among the healthcare providers who may be involved in that treatment, obtaining payment from third-party payers, 
and to conduct normal healthcare operations such as quality assessments and physician certifications. 
 
I have been informed of the Notice of Privacy Practices containing a more complete description of uses and disclosures of my 
health information.  I have been given the right to review such Notice of Privacy Practices prior to signing this consent form. 
 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out 
treatment, payment, or health care operations.  I also understand you are not required to agree to my request restrictions, but if 
you do agree then you are bound to abide by such restrictions. 
 
I understand I have the right to revoke this consent and may do so via written request at any time, except to the extent that you 
have taken action relying on this consent. 
 
I give permission to the above doctors to advise needed persons (at their judgment) of my medical information: 
 
I hereby authorize direct payment of medical benefits to the above doctors for services rendered by him in person or under his 
supervision.  I understand that I am financially responsible for any balance not covered by my insurance. 
 
I also consent doctors and their staff calling and leaving telephone messages, fax or e-mails.  I will notify the doctors at any and 
every encounter that I do not wish to be contacted in that manner.  I understand that if the doctors are then unable to contact me, 
it may be necessary to have an appointment at my expense to discuss the questions. 
 
I certify that the information given by me in supplying for payment is correct and I authorize release of all records on request.  I 
request that payment of authorized benefits be made on my behalf directly to Dr. Reddy 
 
______I give permission for my information and chart to be stored and used in an Internet based EMR system. 

X   SIGNATURE:  ______________________________________   DATE:   ________________ 

___Hispanic  ___Non Hispanic  ___Other         ________________ Preferred Language     
Smoking: ___Non Smoker ___Former Smoker ____Smoker ___Amount   ___Tobacco User 


