SHERBAN SPINE INSTITUTE

8190 S. Jog Rd. Ste. 100 Boynton Beach, FL 33472
PHONE: (844) 733-3774

DATE:

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA)
General Information:
Information about your treatment and care, including payment for care, is protected by two federal laws:

The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and the Confidentiality
Law. Under these laws the practice must obtain your written consent before it can disclose information
about you for payment purposes. For example, the practice must obtain your written consent before it can disclose any Personal Health Information
(PHI). In addition, you must also sign a written consent before the practice can share information for any and all treatment purposes. However,
federal law permits the practice to disclose information in the following circumstances without your written permission:

1. To practice staff for the purposes of maintaining the clinical records

2. Pursuant to an agreement with a business associate (e.g. Clinical laboratories, pharmacy, your

insurance company)

3. For research, audit or evaluations (e.g. State licensing review, or accreditation as required by the State and/or Federal government);

4. To report a crime committed on the practice’s premises or against practice staff

5. To medical personnel in a medical/psychiatric emergency

6. To appropriate authorities to report suspected child abuse or neglect

7. To report certain infectious illnesses as required by state law

8. Information that is requested per a court order
Before the practice can use or disclose any information about your health in a manner which is not
described above, it must first obtain your specific written consent allowing it to make the disclosure. Any such written consent may be revoked by
you in writing.

Disclosure of Medical Information

I give my permission to the office of Sherban Spine Institute, PLLC to disclose medical information regarding my treatment/diagnosis to the
following family members or friends whom you may speak with:

Name: Relationship: Phone:
Name: Relationship: Phone:
Name: Relationship: Phone:

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
I hereby consent to Sherban Spine Institute, (the “Practice”) using and disclosing my protected health information (PHI) to carry out treatment,
payment and healthcare operations (TPO). I hereby acknowledge that I have had the right to review the Practice’s Privacy Policy prior to signing this
consent, which provided me a more complete description of potential uses and disclosures of my PHI. I am aware that the Practice reserves the right
to revise its Privacy Policy at any time. I am also aware that a revised Privacy Policy may be obtained by my forwarding a written request for same to
the Practice.
Consent to Calls/Mail/Email
I hereby consent to the Practice calling my home, cell phone or other designated location and leaving a message on my voicemail or in-person in
reference to any items that assist the Practice in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my
clinical care, including laboratory results and other matters incident to my treatment.

I hereby consent to the Practice mailing to my home or other designated location any items that assist the Practice in carrying out TPO, such as
appointment reminder cards and patient statements as long as they are marked Personal and Confidential.

I hereby consent to the Practice e-mailing me any items or communications that assist the Practice in carrying out TPO, such as appointment
reminder cards and patient statements.

I understand that I have the right to request that the Practice restrict how it uses or discloses my PHI to carry out TPO. However, the Practice is not
required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to the Practice’s use and disclosure of my PHI as specified in the

Privacy Policy and this Patient Consent for Use and Disclosure of Protected Health Information. I understand that I may revoke my consent in
writing, except to the extent that the Practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, |
understand that the Practice may decline to provide treatment to me.

Signature: Date:




