Bradenton East Integrative Medicine, P.A
6120 53rd Avenue East Bradenton, fl 34203
Patient Authorization for Disclosure of Information
Do we have permission to?
Leave the following information on your home answering machine or voice mail?
	Appointment Information		Y	N
	Medical information			Y	N
	Billing information			Y	N
	Contact you at work			Y 	N
List family members of friends or personal care givers that you give permission to receive the following information about you:
Appointments:  _________________________                                          
Medical or health information: ____________________
Billing/Payments: ________________________
I understand that is the person or entity receiving authorized information is not a health plan or health care provider covered by federal privacy regulations, the authorized information may be re-disclosed by the recipient and may no longer be protected by federal or state law.
	I understand that I may revoke this authorization at any time by notifying Bradenton East Integrative Medicine in writing.
	I understand that I may refuse to sign this authorization and that my refusal to sign in no way affects my treatment, payment, enrollment in a health plan, or eligibility for benefits.

I Have received a copy of the “Notice of Privacy Practices” to review and acknowledge that I may request a copy.

Patient signature _______________________          Date__  /___ /____
 

	
       


