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PATIENT CONSENT FORM 
 

Acknowledgement of Notice of Privacy Practices: 
I have been offered a copy of the Notice of Privacy Practices.  I understand that Evangelista Orthopedic Clinic 
has the right to change its Notice of Privacy Practices from time to time and that I may contact Evangelista 
Orthopedic Clinic at any time to obtain a current copy. 

 

**Signature: _________________________________________    Date: ______________  

 

Authorization for Release of Health Information:  
I hereby authorize Evangelista Orthopedic Clinic to release any medical or incidental information to my referring 
physician or any other physicians who have been or may become involved with my care. I also authorize the 
release of information that may be necessary in the processing of any insurance claims.  

I hereby authorize Evangelista Orthopedic Clinic and its Employees permission to discuss, send and/or receive 
my personal health information to/with the following individual(s): 

Name:     __  Relationship:    ______ Phone:   _______  

 

Name:     __  Relationship:                    Phone:      

 

Name:     __  Relationship:       Phone:    ______ 

 
 
**Signature: _______________________________________     Date:  ___________   
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Authorization for Release of Prescription Information:  
I hereby authorize Evangelista Orthopedic Clinic to release any prescription information to  

**Signature: _______________________________________   Date: ______________   
 

 

Acceptance of Patient Financial Agreement: 
I have read, understand, and agree to the provisions of the Patient Financial Responsibility Policy.  

 

**Signature: _________________________________________        Date: ______________ __  

 
**Print Patient Name:  ____________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 


