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

❑ 3300 Webster Street, # 1200
Oakland, California 94609
510.238.1200
FAX  510.663.1543

❑ 15035 East 14th Street
San Leandro, California 94578
510.614.1730
FAX  510.483.0626

❑ 5801 Norris Canyon Road, # 210
San Ramon, California 94583
925.355.7350
FAX  925.244.1457

❑ 1436 Cedarwood Lane, Suite D
Pleasanton, California 94566
925.737.1644
FAX  925.737.1647

A
Professional
Corporation

NAME _____________________________________________________________________________

BIRTHDATE_______________________________SOCIAL SECURITY #________________________

OFFICE USE ONLY:
� Accepted    ____________________________________    ________________    _____________
� Denied Signature Title Date

PATIENT:

____________________________________     _________________     ________________________
Signature of Patient or Legal Representative Date Witness Signature

I understand that as part of my healthcare, this organization originates and maintains health records
describing my health history, symptoms, examination and test results, diagnoses, treatment and any
plans for future care or treatment.

I understand that The Notice of Privacy Practices information serves as:
• A basis for planning my care and treatment.
• A means of communication among the many healthcare professionals who contribute to my care.
• A source of information for applying my diagnosis and surgical information to my bill.
• A means by which a third-party payer can verify that services billed were actually provided.
• A tool for routine healthcare operations such as assessing care quality and reviewing the competence

of healthcare professionals.

Please refer to “Notice of Privacy Practices” Brochure, refer to the “Request Restrictions” section.

� I request the following restrictions to the use or disclosure of my health information:
Medical Information can be discussed with Detailed messages regarding test results can be left on answering machine
� Patient only � Yes
� Family member or friend___________________ � No
� Physician � Phone Number____________________________
� Other__________________________________

� OTHER RESTRICTIONS__________________________________________________________________

REORDER # 03-04209


