FIRST+CHOICE URGENT CARE

1945 W CR 419 Suite 1101

Oviedo, FL 32765

Phone: 407-366-2890 

Dr. David Harbour, DO
Acknowledgement of Receipt of Notice of Privacy Practices

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who may be involved in my treatment directly and indirectly.

· Obtain payment from third party payers (insurance).

· Conduct normal healthcare operations such as quality assessments and physician certifications.
I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information.  I understand that First Choice Urgent Care has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I further understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment, or health care operations.  I also understand you are not legally required to agree to my requested restrictions, but if you are in agreement then you are bound to abide by such restrictions.

CONSENT FOR TREATMENT

I _________________________, hereby consent for treatment at this facility for either myself or my minor child (or another person for whom I have medical power of attorney) listed below.

I understand that all treatments or even lack of treatment carries certain risks and benefits. I understand that the doctor at First Choice Urgent Care will help me to understand the benefits and common risks of any recommended treatment. It is my responsibility to request further information if there is anything about the risks and benefits that I do not understand. I agree to read any written material provided by the Doctor and/or the pharmacist regarding any medication that I may have now or have had in the past, and will notify the Doctor promptly of any changes in my medical condition.


I understand minor procedures involving injections, scraping, cutting, and sewing may lead to some side effects such as pain, bruising, bleeding, scarring, or infection in spite of our best efforts to prevent those effects. Although these risks of any minor procedures in the office may be reviewed prior to such procedure, this constitutes my acknowledgement of the inherent risks of any such procedure.

Signature of Patient (Parent, Guardian or Spouse): _____________________________Date: _____________

Individuals we may discuss your health records and care with:
Name: __________________________________________________________ Relationship:___________________
Name: __________________________________________________________ Relationship:___________________
Name: __________________________________________________________ Relationship:___________________

Name: __________________________________________________________ Relationship:___________________
Office Use Only

I attempted to obtain the patient’s (healthcare surrogate) signature in acknowledgement of Notice of Privacy Practices, but was unsuccessful in doing such as documented below:

Date: __________ Initials: ______________________ Reason: ___________________________

