ANKLE AND FOOT INSTITUTE

RICHARD F. WITTOCK, D.P.M. SSM - ST. CLARE HEALTH CENTER
636)717-1100 ST. FRANCIS PHYSICIAN OFFICE BUILDING
1011 BOWLES AVENUE

SUITE 123

FENTON, MO 63026
PATIENT CONSENT FORM

| UNDERSTAND THAT AS PART OF THE PROVISION OF HEALTHCARE SERVICES, ANKLE AND FOOT INSTITUTE
CREATES AND MAINTAINS HEALTH RECORDS AND OTHER INFORMATION DESCRIBING AMONG OTHER THINGS, MY
HEALTH HISTORY, SYMPTOMS, EXAMINATION AND TEST RESULTS, DIAGNOSES, TREATMENT, AND ANY PLANS FOR
FUTURE CARE OR TREATMENT.

| HAVE BEEN PROVIDED WITH A NOTICE OF PRIVACY PRACTICES (ON COFFEE TABLE) THAT PROVIDES A MORE
COMPLETE DESCRIPTION OF THE USES AND DISCLOSURES OF CERTAIN HEALTH INFORMATION. | UNDERSTAND
THAT | HAVE THE RIGHT TO REVIEW THE NOTICE PRIOR TO SIGNING THIS CONSENT. | UNDERSTAND THAT THE
ORGANIZATION RESERVES THE RIGHT TO CHANGE THEIR NOTICE AND PRACTICES AND PRIOR TO IMPLEMENTATION
WILL MAIL A COPY OF ANY REVISED NOTICE TO THE ADDRESS | HAVE PROVIDED. | UNDERSTAND THAT | HAVE THE
RIGHT TO OBJECT TO THE USE OF MY HEALTH INFORMATION FOR DIRECTORY PURPOSES. | UNDERSTAND THAT |
HAVE THE RIGHT TO REQUEST RESTRICTIONS AS TO HOW MY HEALTH INFORMATION MAY BE USED OR DISCLOSED
TO CARRY OUT TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS (QUALITY ASSESSMENT AND IMPROVEMENT
ACTIVITIES, UNDERWRITING, PREMIUM RATING, CONDUCTING OR ARRANGING FOR MEDICAL REVIEW, LEGAL
SERVICES, AND AUDITING FUNCTIONS, ETC.) AND THAT THE ORGANIZATION IS NOT REQUIRED TO AGREE WITH THE
RESTRICTIONS REQUESTED.

BY SIGNING THIS FORM, | CONSENT TO THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION ABOUT
ME FOR THE PURPOSES OF TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS. | HAVE THE RIGHT TO REVOKE
THIS CONSENT IN WRITING, EXCEPT WHERE DISCLOSURES HAVE ALREADY BEEN MADE IN RELIANCE ON MY PRIOR
CONSENT.

THIS CONSENT IS GIVEN FREELY WITH THE UNDERSTANDING THAT:

1. ANY AND ALL RECORDS, WHETHER WRITTEN OR ORAL OR IN ELECTRONIC FORMAT, ARE CONFIDENTIAL AND
CANNOT BE DISCLOSED WITHOUT MY PRIOR WRITTEN AUTHORIZATION, EXCEPT AS OTHERWISE PROVIDED
BY LAW.

2. A PHOTOCOPY OR FAX OF THIS CONSENT IS AS VALID AS THIS ORIGINAL.

3. I MAY REVOKE THIS CONSENT AT ANY TIME, EXCEPT WHERE INFORMATION HAS ALREADY BEEN RELEASED.
THIS CONSENT IS VALID UNTIL REVOKED BY ME IN WRITING.

4. | HAVE THE RIGHT TO REQUEST THAT THE USE OF MY PROTECTED HEALTH INFORMATION WHICH IS USED
OR DISCLOSED FOR THE PURPOSES OF TREATMENT, PAYMENT OR HEALTH CARE OPERATIONS BE
RESTRICTED. ANKLE AND FOOT INSTITUTE IS NOT BOUND BY THE RESTRICTION UNLESS IT IS IN
AGREEMENT WITH THE RESTRICTION.

PATIENT'S NAME (PRINTED) DATE

PATIENT’S SIGNATURE (OR GUARDIAN, IF A MINOR) SSN (FOR IDENTIFICATION PURPOSES ONLY)



