Matthew A. Schmid, D.C.
7116-A Six Forks Rd., Raleigh N.C. 27615
Authorization for disclosure of health information and direct contact
Our Privacy Pledge
We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, we
understand that we have, and always will, respect the privacy of your health information.
Disclosures of protected health information
Listed below are several reasons for having to use or disclose your PHI (personal health information)
• We may have to disclose your information to another healthcare provider or hospital should we refer
you to them for a diagnosis, assessment, or treatment of your health condition.
• We may have to disclose PHI and /or billing records to another party if they are potentially responsible
for the payment of your services.
• We may need to use your PHI within our practice for quality control or operational purposes.
Your right to limit uses of disclosure
You have the right to request that we do not disclose your health information to specific individuals, companies,
or organizations. If you would like to place any restrictions on the use or disclosure of your PHI, we will
respectfully request that you submit these restrictions in writing. With your right to restriction, you also have the
right to revoke your authorization or consent to us at any time. Again, this change of authorization is requested
in writing before your file status will be changed.
ESTABLISHED PATIENTS: We have a more complete notice that provides a detailed description of how
your information may be used or disclosed. You have the right to review that notice before you sign this consent
form (164.520) and is available upon your request. Please sign below to confirm this for has been gone over with
you.
NEW PATIENTS: In your packet of new patient information you will find our Notification of Patient Privacy
Policy. Please sign below to confirm that you have received it.
Authorization and permission
In general, the HIPAA privacy rule gives individuals the right to request a restriction on used and disclosures of
their PHI. The individual is also provided the right to request confidential communications, such as reminders of
appointment times, follow up of health care, insurance coverage’s/benefits issues or any other information that
only the patient will personally be able to answer.
Below, please authorize any person(s) that we may discuss your treatment/finances with or that we may
release your medical records to. Those listed below will also have your permission to schedule or change
appointments on your behalf as needed.
Person 1:___________________________________________
Person 2:___________________________________________
Is there a way you would prefer for us NOT to contact you? yes/no
If you circled yes, please let us know how NOT to contact you: _________________________________
Patient Signature__________________________________________________Date____________________

Print Name_______________________________________DOB______________Chart #_______________

