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FAMILY EYECARE
& CONTACT LENS CENTER e Kirk D. Kvitle, 0.,

727 Broodwiy « Quiney, inosis 62300 « (217} 2313937 « W.E;lnllygym:uupf.mm

CONSENT TO USE OR DISCLOSE HEALTH INFORMATION FOR TREATMENT,
PAYMENT AND HEALTH CARE OPERATIONS

Pationt narme _____ Papenl mumber

e

Patienl address

Patignl phong numibsar .

in the course o préviding service Lo you, we create, recelve, and store health infeemalicn that ientifies vou, 101 ofien nec-
gssary touse and discloge this heafih informalion in ordar to treat vou, o obfain paymeant for owr seivices, and o conducl

Fraalily carg operallons invalving our oflice.

Y& hawve a comprahensive Molice of Privacy Praclices (hat degcribes thege uges and disclosures in detadl, You are ree o
refer Lo this Notice al any tivee before you sign this consend desumenl, As described in our Notice of Privacy Practices, the
usi and disclosura of your heaith information for freatmsant purposes mol oriy inclutes cate and sarvices providad hera, but
also disciosuras of your haallh informalion &8 may e Necessany or ap ate for you 1o recaive iofow-up cane from anoibo
hezllh professionsl, Simdarly, the use and disclosure af your heallih lrrﬂ'nrnpnt-lun for purposes of payment inclides owr sul-
mission of your health information 1o a billing agent or vandor for procassing claims or oblaining payment; our submission of
chaims 1o third-pary payers or insurers (o claims revew, determmation of benefits and payrment; our submission of your
hoatlh Informaltion bo awditors hired by thicd-parly payers and Insurers, among other aspects of payman descrbed in our
Notice of Privecy Praclices. Cur Notice of Privecy Practices will be updated whonever oun privecy praclices change.  You
can gat an updatad copy hera al the office or from our Weh siie.

Whan you sign this consenl documend, you signify that you agree hal we can and will use and disclose your health informa-
bion Io treal you, 10 ablat payman for our Senvces, and 10 pedoim health care operalions. You can revoha this consanl &y
wriling at any time uniass we have already trealed you, soughl payment for our services, or performed health care operations
in relisnce wpon cur abilily o wee ar disclose your healih information in accordance with thiz conzanl, We can deciing o
serve you il you elecd nol 1o sign this consent form.

You have the right 1o &8k ug io restncl the uses or disclosunes matha for purpogas of ireatment, payment or healih care opara-
tions, bul as described in our Notice of Privacy Fratices, we are not obligaied (o agree (o ihese suggested resticlions. 1T we
do agrea, however, the restrictions are binding on us. Qur Notice of Pavacy Praclices déadribes how bo-ask for a reslricixn

| HAVE READ THIS COMSENT AND UNDERSTAND IT, | CONSENT TO THE USE AND DISCLOSURE OF MY HEALTH
INFORMATION FOR PURPOSES OF TREATMENT, PAYMEMNT, AND HEALTH CARE DPERATIONS.

Dated Patient

I you arg signing a5 a persanal repraseniative of [he palient, destribe your relationship to the patient and the seurce of your
aulharity tre sdgmn s foam

Relationship lo Patienl - Prind Name

Source of Authorly



<>

FAMILY EYECARE
EEL CONTACT LENS CENTER ttc Kirk I, Kvitle, 0.D.

— e
727 Broadway « Cuincy, [lincis 62301 « {217) 231-1937 » waaw. funilyeyecareqey. com

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Palionl name - __ Patient numbser

Patienl address____  _—

Patient phane numbar _____

| suthorize the professional office of my oplomelis! nemed above to release haalih information identifying me [incuding o
appiicabie, information aboul HIV infection or AIDS, infarmation ebout subsianca abusae traatmant, and infarmation aboul
mental heallh services] under the ollowing larms and condillans:

1. Detailad deacriplion of (he infarmation 1o be releasad:
2. To whom may the mfarmation be relbased;

3. The purpose for the release;

4.  Explration dale or event

It is comipletely your dacision whether or nol 0 sign This aulharizalion form. We cannot refuse 1o freat wou i o chooss pat
io sign [his authorization. You can also review your health mformation that we have balore decding whether to sign this
authonzation, Our Molice of Privecy Praclices explains how o roguest acoass b your idenlillable haalth infoomation, amsd how
wo midy respond. Basically, vou simply nead lo sand a writlen request o the dffice conlact person listed &l the top of this
form o infliale e procass,

H you sign this authorlzatlon, you can revoke il [ater. The excepbions o 1hs are f we have already acted in rellance upon the
authorization, If want 1o ravoke vour aulhanzaton, send ws o willen or elestronic nobe lefling us that your autharizatin
is vavoked, Soend (s naba (o e office canlact person listed abava,

Whan your health infoemation is disclosed as provided in this authonzation, the recipiant has na duly o protecl is
confidentiality, The recipient may re-discione (he infarmation a5 hafsho wishes,

W [uallwill ref] receive a finanoal benefil from disclosing this heallh informalion aboul you
[The Hreamcial benefi iz _ = . 1

I HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE THE DISCLOSURE OF
MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Datad ‘Palism

If you Bre signing As 8 personal repeesantalive of the patient, destiibe your relationship 1o the patent and the source of your
autharity ta sign this form

-h_clallnnship o Patient Print Name

Saurce of Autnority



