
  

 

CONSENT FOR USE AND DISCLOSURE OF HEALTH  

INFORMATION  
 

 SECTION A:  PATIENT GIVING CONSENT  

  

Patient Name: ________________________________________________________ DOB:__________________ 

  

  
Name: ___________________________________________________Relationship: _______________________

 (Parent/guardian if patient is a minor)  

SECTION B:  TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.  

Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your protected health information to carry on 

treatment, payment activities, and healthcare operations.  

Notice of Privacy Practices:  You have the right to read our Notice of Privacy Practices before you decide whether to sign this 

consent.  Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures 

we may make of your protected health information, and of other important matters about your protected health information.   

 
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our privacy 

practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of 

your protected health information that we maintain.  

           You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:  

 

  

 

           Address: 435 Lancaster Dr NE   Salem, OR 97301   

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to 

the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on your 

consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this consent.  

SIGNATURE  

I, ______________________________________________, have had full opportunity to read and consider the 

contents of this Consent form and your Notice of Privacy Practices.  I understand that, by signing this Consent 

form, I am giving my consent to your use and disclosure of my protected health information to carry out 

treatment, payment activities and heath care operations.  

 Signature:                   Date:    

If this Consent is signed by a personal representative on behalf of the patient, complete the following:  

Personal Representative’s Name:    

Relationship to Patient:    

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.  
Include completed Consent in the patient’s chart  

REVOCATION OF CONSENT  

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare 

operations. I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you  
received this written Notice of Revocation.  I also understand that you may decline to treat or to continue to treat me after I have 

revoked my Consent.   

 Signature:               ___________________________________________________Date: ________________________  

 

 

Contact Person:  Emma R___________________________    
Telephone:   503-585-6388    Fax: 503-585-0669  

E-mail:  remma@wfamilymed.org    



  

 

ACKNOWLEDGMENT AND CONSENT  
  

_________________________________________    ______________________________________  

  PATIENT NAME (PLEASE PRINT)      ACCOUNT NUMBER  

  

I understand that Willamette Family Medical Center will use and disclose health information about me. I 
understand that my health information may include information both created and received by the 
practice, may be in the form of written or electronic records or spoken words, and may include 
information about my health, history, health status, symptoms, examinations, test results, diagnoses, 
treatments, procedures, prescriptions and similar types of health-related information.   
  

I understand and agree that Willamette Family Medical Center may use and disclose my health 
information in order to:   
  

• Make decisions about and plan for my care and treatment;  

• Refer to, consult with, coordinate among, and manage along with other health care providers for my 
care and   treatment;   

• Determine my eligibility for health plan or insurance coverage, and submit bills, claims and other 
related information to insurance companies or others who may be responsible to pay for some or all of 
my health care; and   

• Perform various office, administrative and business functions that support my physician’s efforts to 
provide me with, arrange and be reimbursed for quality, cost-effective health care.   

  

I also understand that I have the right to receive and review a written description of how Willamette  

Family Medical Center will handle health information about me. This written description is known as a 
Notice of Privacy Practices and describes the uses and disclosures of health information made and the 
information practices followed by the employees, physicians and other personnel of Willamette Family 
Medical Center, and my rights regarding my health information.   
  

I understand that the Notice of Privacy Practices may be revised from time to time and that I am entitled 
to receive a copy of any revised Notice of Privacy Practices. I also understand that a copy of a summary 
of the most current version of Willamette Family Medical Center’s Notice of Privacy Practices in effect will 
be posted in the reception area.   
  

I understand that I have the right to ask that some or all of my health information not be used or 
disclosed in the manner described in the Notice of Privacy Practices, and I understand that Willamette 
Family Medical Center is not required by law to agree to such requests.   
  
By signing below, I agree that I have reviewed and understand the information above and 
that I have received a copy of the Notice of Privacy Practices.   

Signature of Parent or Legal Representative:   __________________________________  

Date: ___________________________   

 


