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HIPAA PRIVACY NOTICE
| acknowiledge that | have been given a copy of the Practice’s “HIPAA Privacy Notice®™ which describes the Practice's
obligations to ansure the privacy of my health information. The HIPAA Privacy Notice also describes how the Practics may use
and disciose my heaith information for tnestment, payment and health care sperations. | know that | have the right to review the
Practice’s HIPAA Privacy Motice and to ash questions about iL. | understand the Practice is required to maintain the privacy of
my health information in accordance with the terma of its HIPAA Privacy Notice.
I further acknowledge that the Practice can change its HIPAA Privacy Notice in the future, end that | can receive a copy of the
Practice’s current Privacy Molice at any tima by contscting the Privacy Officer.
| endersiand that | have a right to request that the Practice restrict its uses and disclosures of my health information for
treatmant, payment, or health care oparations. if my restrictions are accepled by tha Practice, thess restrictions will be binding
on the Practics. | a0 undérstand that the Practice is not required to agree to my requested restrictions.
1 g2 not request any restrictions on the Practice’s use or disclosuras of my haalth information for Lreatmenl, paymant or haalth
carsoperations. _____ (initial).
I do request specific restrictions, as Hslad balow, on the Practice’s use or disclosusres of my haalth infermation for troatmant,
payment or heaith care operations. _(initial).
By signing this form, | consant to the Practice’s use and disclosere of my health information for treatment, payment and
healthcare operations. | understand that | have the right to reveke this consent 8t any ime in writing, but if | do, my revecation
will not influence any actions the Practice has already taken in reliance on this consent.

| heraby authorize East Side Medical Radiclogy PLLC to obtain any and all medical records spacifically rolated to my currant
condition from any physician, hospital, or sther health care professional that has previded medicsl care to mé in ridation bo my
current condition in the past. —[initial).

| aiso suthorize the Practice to release any and all medical records, physically or verbally, concerning my care to tha following
specifiad partias:

Referring Physician D0 Bef Ay KRUGER. | Consent Required

Insurance Company, Medicare, Medicaid, Third Party Consant Required

Adminlstrater, Managed Care Company

Additional Party Name Relationship to Patient
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In accordance with Federal govarnmant privacy rules implemented through the Healthcare Portability Act of 1986 (HIPAA), in order for
your physician or staff of the Practice Lo discuss your condition with members of your family or cther individuals that you designate, we
nﬂ“wﬂuﬂmpﬁwhhﬁqulnh“ﬂiﬁiﬂ“w!m“mhﬂuwhﬂmﬁﬂmd—hh
sevarity of your medical conditions, tho low stipulates thal these rules may be waived.

concerning my medical care as set forth above,

(initial) | authorize the Practice to release any or all information, in any form of communication,

Patient's Signature: Pt Pt memn. JEFPELEN EFSTEL]
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