CONSENT FOR USE / DISCLOSURE OF HEALTH INFORMATION

Patient's Name:

Patient's Date of Birth: Patient's SSN

Notice to Patient:

Ey signing this farm, you grant us consent to use and disclose your protected healih care information for the purpases of treatment,
various activities associated with payment and health care operations. Cur Notice of Privacy Practices provides maore details an
cur trestmert, payment activities and heatth care operations. If there is not a copy of the Notice accompanying this Consent form.,
piease ask for ona. We encourage yau to read it since it provides details on how infermation about you may be used andior
disclosed and describes certain rights you have regarding your health care information,

As stated in our Notice of Privacy Practices, we raserve the night 1o change our privacy practices  iFwe shoulc do so, we will
Issue a rav.sed Motice, Since revisions may apply to the health care information we maintain on you, you have a right to receive a
cany by centacting our Privacy Officer.

¥ou have the right ta revoke your Consent by gwing written notice to cur Privacy Officer. The revocation will not affect actions that
were already taken in refiance upon this Consent. You should also understand that if you revoke this Consant we imay decline to
treat you.

You are antified to a copy of this Consent Farm after vou have signed it

(Ta Be Completed by Palient or Palien''s Reprasaniative)

I, . have read the contents of s Consent Form and 1he
Mofice of Privacy Praclices. | understand that | am giving you my consent 1o use and disclose my health care informalion to carry
out treatment, payment activitiss and health care operations, | further authorize these specific parsons 1o receiva my protected health
cara information including complete medical records, oilling & insurance information, phone messages, prescription and regJisition
farm information. This authonization is effective until furtber netice in writing.

Mames and Relatiansnips:

Fatient's Signature or Signature of Patient's Reprasentative Date

Printed Name of Patient's Representative Relationship fo Patiant

Gur Privacy Officer can be contacled as follows:

Wamea of Privacy Officer: Ms. Lexie Mitcham

Fractice Address: 317 M. Allen Drive
Allen, TX. 75013

Prene: _ (972) T27-BC00 Fax: (872) 727-DB42
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