THOMAS BEATON

EAR, NOSE, THROAT

HEAD & NECK SURGERY

750 N Syringa, Ste. 203

Post Falls, ID  83854

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION:

I understand that as part of my/my child’s healthcare, Dr. Thomas Beaton originates and maintains health records describing my/my child’s demographics, health history, symptoms, examinations, x-rays, diagnosis, treatment, procedures, and any plans for future care or treatment.  I understand that this protected health information (PHI) serves as:

· A basis for planning my care and treatment.

· A means of communication among health professionals who contribute to my care.

· A source of information for applying my diagnosis and surgical information to my bill.

· A means by which a third party payer can verify that services billed were actually provided.

· A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals.

These services are considered treatment, payment and healthcare operations (TPO).

I understand and have been provided with a Notice of Privacy Practices that provides a more complete description of information uses and disclosures.  I understand I have the right to review the notice prior to signing this consent.  The Notice of Privacy Practices is posted in the lobby of the clinic of Dr. Thomas Beaton.  Dr. Beaton reserves the right to revise this Notice of Privacy Practices at anytime.  A revised Notice of Privacy Practices may be obtained by forwarding a written request to Dr. Thomas Beaton at 750 N. Syringa, Ste 203, Post Falls, ID 83854.

With my consent, Dr. Beaton may call my home or other designated locations and leave a message on voice mail 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/my child’s clinical care.

I have the right to request that Dr. Beaton restrict how he uses and discloses my/my child’s PHI to carry out TPO.
By signing this form, I am consenting to Dr. Beaton’s use and disclosure of my/my child’s PHI to carry out TPO.  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 Dr. Beaton may decline to provide treatment to me/my child.

_____________________________________________________            ____________________________

Signature of Patient or Legal Guardian                                                        Date

_____________________________________________________

Patient’s Name

