
PATIENT NAME __________________________________________BIRTHDATE:_________________

PATIENT:

________________________________________      _________________     ____________________________
Signature of Patient or Legal Representative                     Date Witness Signature

Relationship to Patient ____________________________________

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.
This brochure is available in the of�ce or online at www.websterorthopedics.com/privacy-policy.

Please answer the following 3 questions:
I request the following restrictions to the use or disclosure of my health information:

Detailed messages regarding test results can be left on answering machine

Yes  Phone Number ______________________
No

Webster Orthopedics utilizes an automated appointment
reminder system.  Please choose how you would like to
receive the reminder.

Automated voice message
Text
None of the above

Medical Information can be discussed with
Patient only
Family member or friend
Please List Name/Relationship

______________________________

______________________________

______________________________

______________________________

______________________________

Physician _______________________________
Other __________________________________
No Restrictions
Other Restrictions__________________________________________________________________
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CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION
FOR TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS

Experience. Excellence.

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.

o  Including said healthcare professional obtaining medical history from the patients’ pharmacy, 
    health plans, and other healthcare providers. 
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