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I understand that as part of my healthcare, North Coast Physical Therapy originates and maintains health 

records describing my health history, symptoms, examinations, and test results, diagnosis, treatment, and 

any plans for future care or treatment. I understand that this information serves as: 

    
 I give consent for North Coast Physical Therapy to furnish medical care and treatment 

considered in properly diagnosing and/or treating my condition. 

 A basis for planning my care and treatment. 

 A means of communication among the many health professionals who contribute to my care. 

 A source of information for applying my diagnosis and treatment information to my bill. 

 A means by which a third-party payer can verify that services billed were actually rendered. 

 And a tool for routine healthcare operations such as reviewing quality and competence of 

healthcare professionals. 

 A description of the CE’s (Covered Entities) uses and disclosures of PHI (Protected Health 

Information) for marketing purposes. 

 A statement that selling PHI requires a patient authorization.  

 A statement that other uses and disclosures not described in the notice will be made only with 

authorization. 

 A statement that individuals can restrict disclosures of PHI health plans where the individual 

pays out of pocket in full for the healthcare item or service.  

 A statement that affected individuals will be notified following a breach of unsecured PHI.  

 
I understand that I have the right to request restrictions as to how my health information may be used or 

disclosed. I have the right to receive a copy of any request for information. I understand that I may revoke 

this consent in writing, except to the extent that North Coast Physical Therapy has already taken action in 

reliance thereon. 

 

I understand this authorization expires one year from the date this form is signed. 

I give permission to North Coast Physical Therapy to leave a message on my answering machine and/or 

voice mail. 

 

I request the following restrictions to the use or disclosure of my health information: 

 

 

 

   Accepted        _____________________________         _________________________ 
                                               Signature of Patient or Legal Representative                                   Date 

    

                

             _____________________________________________ 

   Print Name 

 

   Denied            _____________________________         _________________________ 
                                                Signature of Patient or Legal Representative                                   Date 

 

 

_____________________________  

Witness  


