MARLBOROUGH WELLNESS CENTER

WHERE MODERN AND TRADITIONAL MEDICINE BECOME INTEGRATED
14A WINTHROP STREET

MARLBOROUGH, MA 01752

508-460-3399 — WWW.MARLBOROUGHWELLNESSCENTER.COM

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

NAME BIRTHDATE

Il 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 OF TREATMENT.

I UNDERSTAND THAT THIS 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.

I UNDERSTAND THAT | HAVE THE RIGHT:

® TO OBJECT TO THE USE OF MY HEALTH INFORMATION FOR DIRECTORY PURPOSES.

® TO REQUEST RESTRICTIONS AS TO HOW MY HEALTH INFORMATION MAY BE USED OR
DISCLOSED TO CARRY OUT TREATMENT, PAYMENT OR HEALTHCARE OPERATIONS —
AND THAT THE ORGANIZATION IS NOT REQUIRED TO AGREE TO THE RESTRICTIONS
REQUESTED.

® TO REVOKE THIS CONSENT IN WRITING, EXCEPT TO THE EXTENT THAT THE
ORGANIZATION HAS ALREADY TAKEN ACTION IN RELIANCE THEREUPON.

I REQUEST THE FOLLOWING RESTRICTIONS TO THE USE OF DISCLOSURE OF MY
HEALTH INFORMATION:

PATIENT:
X
PATIENT SIGNATURE OR LEGAL REPRESENTATIVE DATE WITNESS SIGNATURE

OFFICE USE ONLY:
ACCEPTED

SIGNATURE TITLE DATE



