
Patient Consent Form 

I understand that under the Health Insurance Portability & Accountability Act of 1996 (HIPAA}, I have certain rights to privacy 
regarding my protected health information. I understand that this information can and will be used to: 
•  Conduct, plan and direct my treatment and follow-up among multiple Healthcare providers who may be involved in that treatment

directly and indirectly.

• Obtain payment from third-party payers.

• Conduct normal healthcare operations such as quality assessments and physician certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health 
information. I have been given the right to review such Notice of Privacy Practices prior to signing this consent. I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the 
address below to obtain a correct copy of the Notice of Privacy Practice. 

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment 
or healthcare operations. I also understand you are not required to agree to my requested restrictions, but if you do agree then you are 
bound to abide by such restrictions. 

This practice utilizes student externs and/or interns. If you are uncomfortable with a student participating in your services, please let us 
know and we will make alternative arrangements.

Our office uses A.I. technology to temporarily record audio from your visit for transcription purposes. This information is not saved or 
stored. If you would prefer not to participate in this process, please let us know and we will make alternative arrangements.

I understand that you may revoke this consent in writing at any time, except to the extent that you have taken action relying on this 
consent. 

Patient Name: 

Signature: 

Date: 

I hereby authorize disclosure of information regarding my billing, condition, treatment and prognosis to the following individual(s): 

Name: 

Name: 

Relationship: 

Relationship: 

36305 N Gantzel Rd Ste 104 San Tan Valley, AZ 85140 | 41664 W Smith Enke Rd Ste 110 Maricopa, AZ 85134 | 
16747 E Parkview Ave Unit 2 Fountain Hills, AZ 85268|10325 E Riggs Rd Suite 105, Sun Lakes, AZ 85248 




