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By signing this form, you are granting consent to the office of Mark J. Buchfuhrer, M.D. to use and disclose your protected health information for the purposes of treatment, payment and health care operations.  Our Notice of Privacy Practices provides more detailed information about how we may use and disclose this protected health information. You have a legal right to review our Notice of Privacy Practices before you sign this consent, and we encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised notice by speaking to our Privacy Officer, Jeannette Lozano.

With my consent, the office of Dr. Mark Buchfuhrer, M.D. may call my home or other designated location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO (Treatment, Payment or Healthcare Operations), such as appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory results among others.  

With my consent, the office of Dr. Mark Buchfuhrer, M.D. may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as they are marked Personal and Confidential.

You have a right to request us to restrict how we use and disclose your protected health information for the purposes of treatment, payment or health care operations. We are not required by law to grant your request. However, if we do decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing, except to the extent we already have used or disclosed your protected health information in reliance on your consent.

Signature:___________________________

___________________________________ 


Patient Name



Date:_______________________________

___________________________________ 

Legal Guardian Name (for minors only) 
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