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Leslie C. Hardick, DO,PA
Authorization and Consent Form

Our notice of Privacy Practices information about how we may use and disclose
protected health information about you. Your have the right to review our notice before
signing this consent. As provided in our notice, the terms of our notice may change. If
we change our notice, you may obtain a revised copy by contacting the office manager.

You have the right to request that we restrict how protected health information about you
is used or disclosed for treatment, payment, or health care operations. We are required to
agree to this restriction, but if we do, we are bound by our agreement.

By signing this form you consent to our use and disclosure of protected health
information about you for treatment, payment, and health care operations. Your
information will be disclosed to your insurance company and physician for billing
purposes and to required federal and state reporting agencies. You have the right to
revoke this consent, in writing, except where we have already made disclosures in
reliance on your consent.

In the event a family member or caregiver attends my office visit and remains in the
exam room at the time of my evaluation and/or treatment, I give Leslie C. Hardick,
DO,PA and Leslie C. Hardick DO and employees my permission to discuss freely my
condition, treatment, or diagnosis.

May we leave a message on the numbers listed below?

Home phone: Message? Y/ N
Work phone: Message? Y/ N
Cell phone: Message? Y/ N

May we mail health care related information to your home ? Y/ N

Assignment of Benefits: I hereby authorize all insurance companies to pay direct to
Leslie C. Hardick, DO,PA and any ancillary providers, any providers, any benefits and
fees under my insurance policy or policies. I understand that this arder does not relieve
me of my obligation to pay the account. Also, any balance that is not covered or paid by
the insurance company is my responsibility.

Patient Name Printed

Guardian / Guarantor Name

Signature Date:
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Authorization Form for Release of Protected Health Information

By signing this form, I authorize you to disclose the protected health information
described below by telephone/fax/ mail.

Patient name;

The information you may release subject to this authorization is as follows:

___All records _Labs __ Progress notes

___imaging __ other:

Release my protected health information to the following person(s)/entity:

Name: Relationship:
Name: Relationship:
Name: Relationship:

This authorization shall be in force and effective until the following event and/or date:

I understand that I have the right to revoke this authorization, in writing, at any time by
sending a written notification to the following person at the practice:

Tischa Schroeder, Office Manager

1325 Pennsylvania Avenue
Suite 350

Worth, TX 7
Ph: §17°554 2316 Fax 817-924-5602

I understand that a revocation is not effective to the extent that the practice has relied on
this authorization in its actions. Also, a revocation is not effective if this authorization
was obtained as a-condition of obtaining insurance coverage, as other law provides the
insurer with the right to contest a claim under the policy or the policy itself.

I understand that information used or disclosed pursuant to this authorization may be
subject to redisclosure by the recipient and may no longer be protected by federal HIPPA
privacy regulations.

The practice will not condition my treatment, payment, and enrollment in a health plan or
eligibility for benefits on whether I provide authorization for the requested use or

disclosure.

Patient signature




Acknowledgement of Review of Notice of Privacy Practices

I have reviewed this office’s Notice of Privacy Practices, which explains how my medical
information will be used and disclosed. I understand that I am entitled to receive a copy
of this document.

Signature of Patient or Personal Representative

Print Name

Date

Description of Personal Representative’s Authority




