Lakcwag Eyc thsicians and Surgcons, F.A.
Patient C onsent for (Ise and Disclosure of Protected [Health |nformation

| herebg give my consent for Lakewag E_ge thsicians and Surgeons, F.A. to use and disclose
Protcctcd health information (FHD about me to carry out treatment, Paymcnt and healthcare

oPerations (TFO)

Lakcway Egc thsicians and Surgcons, F.A.’s Notice of Frivacy Fracticcs Proviécs a more complctc

clescriPtion of such uses and disclosures.

| have the right to review the Notice of Privacy Practices prior to siening this consent. Lakewa e
g Y P ghing 9 LY
Fh sicians and 5ur cons, FA reserves the right to revise its Notice of Frivac Fracticcs at anytime.
Y g i Y Y
A revised Notice of Privacy Practices may be obtained by forwarding a written request to | akewa
Y Y Y = 9 Y

Ege thsicians and Surgeons, P.A. at 1310 RR 620 South, Suite B-201, Austin, ] X 78734

With this consent, Lakewag E_ge thsicians and Surgeons, F.A. may call my home or other alternative
location and leave a message on voice mail orin person in reference to any items that assist the Practicc
in carrying out TFO, suchas aPPointment reminders, insurance items and any calls Pertaining tomy

clinical care, incluéing Iaboratory results among others.

With this consent, Lakewag E_ge thsicians and Surgeon, F.A. may mail to my home or other
alternative location any items that assist the Practicc in carrying out TFO, such as Patient statements
and letters as Iong as tl'leg are clearlg marked in my name. ] understand that Postcarcls remincling me to
schedule aPPointmcnts may be mailed to my home or other alternative location unless | request

otherwise.

| have the riglﬁt torequest that Lal(ewag Ege Flﬁgsicians and Surgeons, P.A. restrict how it uses or
discloses my P to carry out TFO. However, the Practice is not requirec{ to agree tomy requestecl
restrictions, but if it does, it is bound bg this agreement.

B}j signing this form, | am consenting to Lakcwag Egc thsicians and Surgcons, F.A.’s use and
disclosure of my FH] to carry out TFO | may revoke my consent in writing except to the extent that
the Practice has a[reacly made disclosures in reliance upon my Prior consent. |f|do not sign this
consent, or later revoke it, Lakeway E_ge thsicians and Surgeons, F.A. may decline to Provicle

treatment to me.

Signaturc of Faticnt or chal (Guardian Frint Name of cha! Guardian

Print Name of Fatient Date



