SUNSHINE ALLERGY
33920 US Highway 19 North, Suite 341, Palm Harbor, Florida 34684

Phone (727) 787-6744    Fax (727) 786-3561

                                          HIPAA Compliance Patient Consent Form
The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy.
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for PHI (Protected Health Information) to be used for treatment, payment, or healthcare operations.  The Notice of Privacy Practices provides information about how we may use or disclose your protected health information. The notice contains a patient’s rights section describing your rights under the law. If you need a copy of these rights one will be supplied upon your request. You ascertain by your signature that you agree to the notice. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not be retroactive.

By signing this form, you understand that:

* Protected Health Information may be disclosed or used for treatment, payment, or healthcare operations.

* You have the right to request restrictions in the use of your protected health information and to request change in certain policies used within the office concerning your PHI. However, we are not obligated to alter internal policies to conform to your request.
* We agree to provide patients with access to their records in accordance with state and federal laws.

* The practice reserves the right to change the privacy policy as allowed by law.

* Our office may contact you via phone, email or text. That it is your responsibility to keep our office updated     with the most accurate information.
* You have the right to authorize us to release PHI to a designated person/s of your choice. 
If you choose to elect a designated person/s to receive your protected health information, please list their information below. You have a right to revoke this authorization at any time in writing. However, such revocation will not be retroactive.
Name: __________________________________________________ Relationship: ______________________
Phone #: ________________________________________________ D.O.B: ___________________________

Name: __________________________________________________ Relationship: ______________________

Phone #: ________________________________________________ D.O.B: ___________________________

Name: __________________________________________________ Relationship: ______________________

Phone #: ________________________________________________ D.O.B: ___________________________

This consent was signed by: ____________________________________________________

                                                                                               (PRINT NAME)

Signature: _______________________________________________________ Date: ____________________

