Western Wake Surgical
155 Parkway Office Ct. Suite 101
Cary, N.C. 27518

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
       IN SIGNING THIS FORM, YOU CONSENT TO THE USE AND DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION BY WESTERN WAKE SURGICAL, OUR STAFF, AND OUR BUSINESS ASSOCIATES STRICTLY FOR THE PURPOSE OF TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS.
 YOU ACKNOWLEDGE YOU HAVE HAD AN OPPORTUNITY TO REVIEW OUR NOTICE OF PRIVACY   PRACTICES PRIOR TO SIGNING THIS CONSENT.  WE ENCOURAGE YOU TO REVIEW OUR NOTICE OF PRIVACY PRACTICES CAREFULLY. IT PROVIDES MORE DETAIL ON HOW WE MAY USE AND DISCLOSE YOUR INFORMATION. THE NOTICE OF PRIVACY PRACTICES MAY CHANGE. A CURRENT COPY MAY BE REQUESTED WHEN YOU ARE BEING SEEN AS A PATIENT OR BY CONTACTING OUR OFFICE AT (919) 859-4747
YOU MAY REQUEST THAT WE RESTRICT HOW WE USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION FOR THE PURPOSES MENTIONED ABOVE.  IF YOU WOULD LIKE TO REQUEST A RESTRICTION, PLEASE DO SO IN WRITING.  HOWEVER, WE RESERVE THE RIGHT TO DENY YOUR REQUEST.  IF WE GRANT YOUR REQUEST, WE ARE BOUND BY THE TERMS OF THE AGREEMENT.

YOU MAY ALSO REVOKE THIS CONSENT IN WRITING; HOWEVER, INFORMATION ON ANY TREATMENT/SERVICE PROVIDED USING THIS OR PRIOR CONSENTS MAY STILL BE USED OR DISCLOSED FOR PURPOSES OF TREATMENT, PAYMENT, OR HEALTH CARE OPERATIONS.  REFER TO THE NOTICE OF PRIVACY PRACTICES FOR FURTHER INFORMATION.

BY SIGNING THIS FORM, I GRANT MY CONSENT FOR WESTERN WAKE SURGICAL TO USE AND DISCLOSE MY PROTECTED HEALTH INFORMATION FOR THE PURPOSES OF TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS. 
_______________________________________________________________    DATE: ________________

SIGNATURE OF PATIENT OR SURROGATE DECISION MAKER
RELATIONSHIP TO PATIENT/LEGAL AUTHORITY (IF APPLICABLE):

**IF THERE IS A PERSON OR PERSONS IN WHICH YOU WOULD LIKE US TO DISCLOSE YOUR PERSONAL 
MEDICAL AND OR FINANCIAL INFORMATION TO, OTHER THAN WHAT IS DESCRIBED ABOVE, PLEASE 

FILL OUT THE QUESTIONAIRE ON THE BACK OF THIS FORM
FOR PRACTICE USE ONLY
FAILURE TO OBTAIN CONSENT
CHECK THE APPROPRIATE REASON:
□    INDIRECT TREATMENT RELATIONSHIP                   □       EMERGENCY TREATMENT
□    SUBSTANTIAL COMMUNICATION BARRIER           □        REFUSAL TO SIGN                    □ OTHER (EXPLAIN)
____________________________________________________________________________________________________

____________________________________________________________________________________________________

PRACTICE SIGNATURE:                                                                      
                    DATE:

PATIENT QUESTIONNAIRE

1. Please list the family member(s) or other persons, if any, whom we may inform about your general medical

Condition and your diagnosis(including treatment, payment and health care operations).

__________________________________________________________________________________

__________________________________________________________________________________

2. Please list the family member(s) or other persons, if any, whom we may inform about your medical condition 

       ONLY IN AN EMERGENCY.     

              __________________________________________________________________________________

              __________________________________________________________________________________

3. Please print the address of where you would like your correspondence from our office to be sent ( If other than

the home address listed).

__________________________________________________

__________________________________________________

4. Please indicate if you want all correspondence from our office marked “Confidential”.

                                                                                  Yes ______       No ______

5. Please print the telephone number, if any, where you want to receive calls about your appointments, labs,

x-ray results, etc. Please indicate if it is acceptable to leave a message on the answering machine/voicemail.

                 (         )______________________       Leave message:   Yes   or     No   

** I am fully aware that a cell phone is not a secure & private line
Patient Name:__________________________________________(guardian if under 18 years old)

________________________________________________       _________________

(Patient/Guardian signature)                                                           Date
