PRINCETON INTERVENTIONAL CARDIOLOGY, P.A.

800 Bunn Drive
Suite 101

Princeton, NJ 08540

CONSENT FOR DISCLOSURE

(For the Usage and/or Disclosure of Protected Health Information)

I hereby give consent to Princeton Interventional Cardiology, P.A. and all healthcare provider’s furnishing care within Princeton Interventional Cardiology’s facilities to use and disclose my protected health information for the purposes of treatment, payment, and healthcare operations.

You have the right to request restriction on the usage and disclosure of your protected health information for the purposes of treatment, payment, or health care operations.  I understand that the provider may not be able to comply with this request, however, if we do, the restriction will be obligatory to us.  I request the following special restriction(s):

____________________________________________________________________________________________________________________________________________________________________

Our Notice of Privacy Policy provides more detailed information about the usage and disclosure of your protected health information.  You have been provided with a copy of this notice and should review this policy prior to signing this consent.  We reserve the right to change the terms of this notice.  You have the right to request a copy of the current policy by calling us at (609) 921-2800.  

I understand that from time to time my physician and his/her staff may inform me of new drugs, treatments, or other services that may be appropriate for my condition and from time to time may inform me of new services that may be appropriate for a person in my situation (age, sex, etc).  I consent to the use of my identifiable patient information to notify me of such new drugs, treatments, or other services that may be necessary for the continuity of my care or which may be of benefit in maintaining or improving my health with the understanding that the provider will not provide such information to others for marketing, fund-raising, or similar purposes without my specific consent.  

I understand that I, or my representative, may inspect, request correction of, and obtain information from my medical record.  Any such information will be furnished promptly upon request.
You may cancel this consent at any time.  You cancellation must be in writing, signed by you or on your behalf, and delivered to the address at the top of this form.  This may be delivered in person or by mail, but it will only be effective when we actually receive it.  Your cancellation will not be effective to the extent that we or other have acted in reliance upon this consent.

Printed Name of Patient:
________________________________________________

Signature of Patient:

________________________________________________

Date:



_________________________

If you are signing as the patient’s representative:

Print your Name:

________________________________________________

Relationship to Patient:
________________________________________________

If you are unable to consent to this Consent for Disclosure, we will not be able to adequately treat you.
