A. Terrel Williums, M.D. Denise E. Phillips, M.D.

CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION
FOR TREATMENT, PAYMENT OR HEALTH CARE OPERATIONS

| understund that us part of my hedlth care, this clinic originutes und maintains hedlth records describing my
hedlth history, symptoms, examination and test results, diagnosis, freatthent and any plans for future cure or
freatment. | understund that this information serves us:

e U busis for plunning My cure und treutment

e U Meuns of communhnication amohny the hedlth professionals who contribute to my care

e U source of informution for applying my diagnosis and surgicdl information to my bill

e U Meuns by which d third puarty-payer cun verify that services billed were dactudlly provided

¢ U tool for routine hedlthcare operdations, such as ussessing yuality and reviewing the competence
of hedlth care professionuls

| understund and have been provided with a Nofice of Information Practices that offers a more complete
description of information uses and disclosures. | understand that | have the right to review the notice prior to
sighing this consent. | understand that the clinic reserves the right fo change their notice and practices und
prior to implementation will post a copy of uny revised notice ut the clinic. | understand that | have the right
to request restrictions us to how my hedlth information mMay be used or disclosed to curry out treuttent, puay-
Mment or hedlthcure operutions, aund that the clinic is not required to uyree to the restrictions requested. |
understand that | may revoke this consent in writing, except to the extent that the clinic has dlready taken
action in reliunce thereon.

| request the following restrictions to the use und disclosure of my heulth information:

None
Signature of Patient or Legul Representative Reldationship to Patient
4-11-03
Dute Nofice Effective Dute

OFFICE USE ONLY

Restrictions: Accepted Denied

Sighuture Title Dute



