
 

 

 

 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION (HIPAA Consent) 
 

Assignment and Release:  I hereby authorize my insurance benefits to be paid directly to the physician and I am financially 

responsible for non covered services. I also authorize the physician to release any information required in the processing of this claim 

and all future claims. I acknowledge that I am responsible to pay all charges for all treatments administered by the physician(s).  I 

understand that insurance may not pay for all charges and I understand that I am obligated to pay for all charges not paid by insurance. 

I also agree to pay reasonable attorney fees if my account is turned over to an attorney or collection agency. 

 

Purpose of Consent: This notice is a summary of how your protected health information is used and disclosed and how you can 

obtain access to this information.  Please see the front desk to review a full copy of our Privacy Practices. By signing this form, you 

will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare 

operations. 

 

Uses and Disclosures of Health Information 

We use health information about your treatment, to obtain payment for treatment, for administrative purposes and to evaluate the 

quality of care that you receive. We may use or disclose identifiable health information about you without your authorization for 

several other reasons.  Subject to certain requirements, we may give out health information without your authorization for public 

health purposes, for auditing purposes, for research studies and for emergencies.  We provide information when otherwise required 

by law, such as for law enforcement in specific circumstances.  In any other situation, we will ask for your written authorization 

before using or disclosing any identifiable health information about you.  If you choose to sign an authorization to disclose 

information, you can later revoke that authorization to stop any future uses and disclosures. We may change our policies at anytime.  

Before we make a significant change in our policies, we will change our notice and post the new notice in the waiting area and in 

each examination room.  You can also request a copy of our notice at anytime.  For more information about our privacy practices, 

contact the office.  

 

Neurology of the Rockies endorses, supports, and participates in electronic Health Information Exchange (HIE) as a means to 

improve the quality of your health and healthcare experience.  HIE provides us with a way to securely and efficiently share patients’ 

clinical information electronically with other physicians and health care providers that participate in the HIE network.  Using HIE 

helps your health care providers to more effectively share information and provide you with better care. The HIE also enables 

emergency medical personnel and other providers who are treating you to have immediate access to your medical data that may be 

critical for your care.  Making your health information available to your health care providers through the HIE can also help reduce 

your costs by eliminating unnecessary duplication of tests and procedures.  However, you may choose to opt-out of participation in 

the <CORHIO> HIE, or cancel an opt-out choice, at any time.  

 

Patient Rights 

 

Although your health record is the physical property of the healthcare practitioner or facility that compiled it, the information 

belongs to you.  You have the right to: 

- Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522 

- Obtain a paper copy of the notice of privacy practices upon request 

- Inspect and obtain a copy of your record as provided for in 45 CFR 164.524 

- Amend your health record as provided in 45 CFR 164.528 

- Obtain an accounting of disclosure of your health information as provided in 45 CFR 164.528 

- Request communication of your health information by alternative means or at alternative locations 

- Revoke your authorization to use or disclose health information expect to the extent that action has already been taken 

-  

Right to Revoke: You will have the right to revoke this consent at any time by giving us written notice of your revocation. Please 

understand that revocation of this consent will not affect any action we took in reliance on this consent before we received your 

revocation, and that we may decline to treat you or to continue treating you if you revoke this consent.  

By signing below I state that I have had full opportunity to read and consider the contents of this consent form and Notice of Privacy 

Practices posted in the office. I understand that, by signing this consent, I am giving my consent to your use and disclosure of my 

protected health information to carry out treatment, payment activities and health care operations. 

 

 

__________________________________  ____________________________  _______ 
Printed patient or patient representative name  Signature                                                         Date                                                  


