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CONSENT TO USE OR DISCLOSE INFORMATION AS RELATED TO 
SERVICES PROVIDED TO THE PATIENT 

 
     I, the undersigned patient/guardian, authorize Somerset Prosthetics and 
Orthotics, Inc. to use and disclose the health and medical information of the 
Patient for the purposes of treatment, payment and health care operations.   
     The Notice of Privacy Practice provides the patient with relevant information 
as to how their protected health information is utilized and disclosed.  The Patient 
has the right to review this Notice prior to signing this consent form. 
     Somerset Prosthetics and Orthotics, Inc. reserves the right to change the 
terms of our Privacy Practice Policy at any time.  If such changes are made, the 
Patient is entitled to a copy of the revised Notice. 
     The Patient has the right to request additional restrictions on how Somerset 
Prosthetics and Orthotics, Inc. uses or discloses their protected health 
information for treatment, payment and health care operations.  Somerset 
Prosthetics and Orthotics, Inc. is not required to agree with such a Patient 
request but if it does, these additional restrictions become binding. 
     This Consent form must be signed in order for Somerset Prosthetics and 
Orthotics, Inc. to provide treatment to the Patient.  If the Patient withdraws 
Consent after signing this form, Somerset Prosthetics and Orthotics, Inc. retains 
the right to refuse further treatment to the Patient as of the time of Consent 
revocation. 
     The Patient has the right to withdraw this Consent at any time; however, this 
must be submitted in writing to Somerset Prosthetics and Orthotics, Inc.  Consent 
withdraws will be effective upon receipt of written notification except to the extent 
that Somerset Prosthetics and Orthotics, Inc. has already used or disclosed the 
information in reliance on the Consent. 
 
_________________________________________                      _________ 
                 PATIENT SIGNATURE                                                    DATE 
 
_________________________________________ 
                 PRINTED NAME 
 
_______________________________                  _____________________ 
GUARDIAN/AUTHORIZED PARTY                        PRINTED NAME 
 
 
 
 
____________________________________________ 
GUARDIAN OR LEGALLY AUTHORIZED PARTY 


