Laiccway E_yc thsicians and Surgcons, FA
Patient C onsent for { Jse and Disclosure of Protected Hcalth |nformation

| herebg give my consent for Lakewag Ege Fl’lgsicfans and Surgeons, F.A. to use and disclose
Protccted health information (Ff’”) about me to carry out treatment, Paﬂmcnt and healthcare

operations (TFO).

Lakcway E_96 thsicians and Surgcons, F.A.’s Notice of Frivacg Fractices Provi&cs a more complete

descriPtion of such uses and disclosures.

| have the rigl’lt to review the Notice of Frivacg Practices Prior to signing this consent. Lakewag ]:_36
thsicians and Surgeons, FA reserves the right to revise its Notice of Frivacg Fractices at anytime.
A revised Notice of Frivacg Practices may be obtained bg Forwarc}ing a written request to Lakewag

Iige thsicians and Surgeons, P.A. at 1007 RR 620 South, Suite 100, Austin, T X 787354

With this consent, Lakewaﬂ Ege thsicians and Surgeons, P.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 TFPO, such as aPPointment reminders, insurance items and any calls Pertaining to my

clinical care, incluc{ing laboratory results among others.

With this consent, Lakewaﬂ Ege 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 Paticn’c statements
and letters as |ong as they are clear13 marked in my name. | understand that Postcards reminding me to
schedule aPPointmcnts may be mailed to my home or other alternative location unless l rcquest

otherwise.

| have the right to request that Lakewaﬂ Ege thsicians and Surgeons, P A restrict how it uses or
discloses my PHI to carry out TFPO. However, the Practice is not requirec{ to agree tomy requested
restrictions, but if it does, it is bound bg this agreement.

By signing this form, | am consenting to Lakewag E_ﬂc thsicians and Surgeons, F.A"s use and
disclosure of my PHl to carry out TFPO. | may revoke my consent in writing except to the extent that
the practice has already made disclosures in reliance upon my prior consent. [f | do not sign this
consent, or later revoke it, Lakewag Eye thsicians and Surgeons, F.A. may decline to Provicle

treatment to me.

Signature of Patient or Legal Guardian Print Name of Legal (uardian

Frint Name of Faticnt Date



