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                                                           Orion Troy Ophthalmology Associates PC


Consent to Share Person Health Information

I give permission for the following people to have unlimited access to my medical records, appointment information, and billing information at Orion Troy Ophthalmology. I understand the following people will be able to make and cancel appointments for me, discuss billing questions any my medical information with the staff of Orion Troy Ophthalmology.

I also understand that at any time I can remove any of the names from this list in writing, and they will no longer have access to my information.  This agreement is valid for a period of one year from the date of sigature.
                  Name                                         Relationship                                   Phone Number   

	
	
	

	
	
	

	
	
	


X__________________________________________                  _________________________
Patient Signature                                                                                     Date

___________________________________________                         

Print Name

___________________________________________                    _________________________

OTO Witness                                                                                            Date                                                                          

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

By signing below I acknowledge that I have received a copy of this office’s Notice of Privacy Practices Form. 

X_______________________________________                         _________________________

Patient Signature                                                                                     Date

________________________________________                          _________________________

Witnesses
                                                                                         Date

Attestation of Patients Refusal to Sign

Having been offered a copy of the Notice of Privacy Practices from Orion Troy Ophthalmology, the undersigned declares that the patient, ________________________________________ declined to accept a copy or to sign the acknowledgement form.

________________________________________                          _________________________

Patient Signature                                                                                     Date
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