                           Robert J. Anderson M.D.

                                Cardiac, Carotid, Vascular & Thoracic Surgery           

Patient Name: _________________________________________________________________

Date of Birth: _____/_____/_____


Social Security #: _________________

I have read the Privacy Notice and understand my rights contained in the notice. 
By way of my signature, I provide the practice with my authorization and consent to use and disclose my protected health care information for the purposes of treatment, payment and health care operations as described in the Privacy Notice.

_________________________________________

Patient’s Name (print) 

_________________________________________



_____________

Patient’s Signature






 
Date

_________________________________________



_____________

Authorized Facility Signature






Date

Disclosure of Information
You may disclose my Private health Information to the following individuals OUTSIDE 

THE MEDICAL FIELD pertaining to my ______________________________ condition. 

Name: ________________________________________________________________________

Name: ________________________________________________________________________

Name: ________________________________________________________________________

Name: ________________________________________________________________________

Name: ________________________________________________________________________

Patient’s Signature: ____________________________________________________________

Date: _____/________/_______
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