McDonald Pediatrics

Donna J. McDonald, M.D.  

1960 Tamarack Rd        Newark, OH  43055

(740) 344-8687

Privacy Consent for the Use and Disclosure of 

Protected Health Information (PHI)

THIS CONSENT FORM DESCRIBES HOW MEDICAL INFORMATION ABOUT YOUR CHILD MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY


This is a formal notification, as required by the government, concerning the privacy policy of this practice.  McDonald Pediatrics has an obligation to maintain all medical information in the strictest of confidence.  Patient information about health care is identified as "PHI" or Protected Health Information.  Our practice cannot release PHI without your written consent, including reminder calls, test results, insurance items and other confidential issues.  This policy requires that you identify, at the time of registration, specific direction about release of PHI.  You can change this information at any time by notifying us in writing.

With my consent, McDonald Pediatrics may use and disclose PHI about my child; _________________________ DOB___________, to myself and those listed below, to carry out treatment, payment and healthcare operations (TPO).


1.  _____________________________________________________________________________________________

     
Name 





Relationship to Patient
     

Phone number

2.  _____________________________________________________________________________________________

    
 Name 





Relationship to Patient


Phone number

3.  _____________________________________________________________________________________________

     
Name 





Relationship to Patient 


Phone number

4.  _____________________________________________________________________________________________

     
Name 





Relationship to Patient 


Phone number

I have the right to review the Notice of Privacy Practices prior to signing this consent.  McDonald Pediatrics reserves the right to revise its Notice of Privacy Practices at anytime.  If I do not sign this consent, McDonald Pediatrics may decline to provide treatment to my child.


Rev. 08/11

*PHI information may be left on the answering machine/voice mail. 


___ YES  ___ NO  


i.e. appointment confirmation, billing questions, test results








- I have read and agreed to the above.


- I have received a copy of the Notice of Privacy Practices.





________________________________________________________________________________________


Signature of Custodial Parent							Date





____________________________________________


Printed Name of Custodial Parent








