The Center for Medical Healing
Dr. Annette DaSilva, D.O.
P.0O. Box 726
New York, NY 10156

Patient Authorization for Use and Disclosure of Protected HMealth Toformation.
By signing, 1 authorize The Ceater for Medical Healing 10 use andior disclosure certain
Protected Health insurance information (PHI} about me.

'l"h.ils authorizatiog permits The Center for Medical Healing to use and/or disclose the following
individy ally identifiab]a health information about me (specifically deseribe the information to be
us_eq or disclosed, sueh o dare(s) of services, type of services, Jevel of detai] 0 be released,
origin of‘infomaticm: ete.): h

The inf‘ormation Wwill be used 1a dizclosed for the following purpase.

f:If_disclcmsure is requested bv the patient, purpose may be listed as “at the request of the
individual M) |

The PUIpose(s) is/are provided so that 1 can make an irformed decision wrhether to allow release
of the Information, Thjs authorization will not expire.

The Pra. Ctice wil] TeCelve payment or other remuneration from a third party in exchange for using
or dlsclo'sing the PHT,

I'do not have to s1gn this authorization form in order io receive treatment from The Center_for
Medic al Healing In fact, T have the right to refuse 1o sign this authorization, it may be Su_bj.ﬁct_
0 redisclosire bv the 1 ec:ipi €Nt and may no longer be protected by the federal HIPPA ;-?‘ﬁVEtC:‘-"
Rule. T have the right to revoke this authorization in writing cxcept to the extent that the practice
has acted in reliance upon this auhorization. My written revocation rnust he entered to the
Privacy officer at:

The Center for Medical Healing

Signed By

Sig

Nature of Pa.til‘i‘n'[ oT I__egal Cruardian Reiatlcmshlp 10 Patient

Print Narme of Patient wf_;_ﬂﬂ_(wmrm an. it applicable e



