I understand that this consent/authorization will automatically expire in three years.  I also understand that I may revoke or discontinue my consent/authorization at any time by notifying PPC writing, except to the extent actions have already been taken based upon my consent/authorization, including the disclosure of information to third party payors to seek payment for the care treatment provided to me.  Any revocation will be effective one business day after the written revocation is received by the Privacy Officer of PPC.  I understand and agree to the above releases, authorizations and assignments of benefits.

Signature (Seal) ____________________________________________________ Date:  ___________________
(Patient or legal guardian/closest available relative/authorized representative, if patient unable to                                 sign)

Signature (Seal) ____________________________________________________ Date:  ____________________

Receipt of Notice of Privacy Practices:
I certify that I have been offered and/or received a copy of the PPC Notice of Privacy Procedures:

Signature _________________________________________________________ Date:  _____________________


Consent to Diagnose and Treatment Obtained by Telephone    
Treatment/Procedure:  ______________________________
_________________________________________________
_________________________________________________
Authorized Person Giving Consent: 
    _______________________________________________
Telephone#:  ______________________________________
Relationship to Patient:  _____________________________
Witness:  _________________________________________
Witness:  _________________________________________
Date:  ______________________  Time:  ___________

I authorize the following persons to receive my protected health information:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Authorization to leave messages on alternate phone numbers:
Please list numbers below Ex: Home, Cell, Work, ect
__________________________________________________________________________________________________________________________________________________________________________________________
Staff Use Only:  Notice of Privacy Practices
· Patient unable to sign due to condition and/or level of consciousness
· Patient refused to sign after being offered Privacy and Consent Form
· Other
Completed by:  ______________________________ Date:  ______________


              





