PATIENT CONSERT FORM

T understand that T liave cerfain rights fo privacy regarding my profecied healfh
information. These rights are given io me under the Healfh Insurance Fortability

and Accountability Act of 1996 (HIIPAA). I understand that by signing this consent
I autherize you fo use and disciose my profecied health information o carry ent:

» Tmmm(ﬁchﬁngdhwormﬁmmmm&yammwe
providers inveived in my freatment);

» GhmmgpaymmtmmPaﬂypayers(e.g.mymsmneemmmﬁ“

> The day-to-day healthcare operations of your pracfice,

I hiave alse beer informied of, and given the right fe review and secure a copy of your
Netice af Privagy Practices, which confains a more complete description of the mses
and disciosures of my profected healih information, and my rights under BIPAA. I
undersiand that you reserve the right to change the terms of this nofice from fime fo
ﬁmeandmﬂ[maycamm af any time fo obtain e most corrent copy of this
notice.

I understand that I have the right to reguest resfrictions en how my protecied
heafth information is used and disclosed @ carry oui freatment, payment, aud
frealith care eperations, but that you gre nef required fo agree fo these requested
resérictions. However, ﬁmﬁamgmmﬁmﬁoﬁ&mﬁmm
restriction.

I understand that I may revoke ¢his consent, in writing, af any ime, However, any
use or disciosure that occurred prior (o the dafe I revoke this consent i nof affected.

Signed this day of : o s 2@ P
Print Patient Names
Relation to Patient:
Signature:

Dr. Howard J. Lerner, DAL,

450 Seventh Avenue, Suite 304

New York, New York 18123
Z1Z.272.563.3693 Ip]

ZIZ.868.2055[f]



