
 



 



 

 

BANYAS AND MIRANDA'S 

      HIPAA Compliance Patient Consent Form 

______________________________________________________________________________ 

Purpose:  This form is used to confirm that an individual has received Banyas and Miranda's Notice of 

Privacy Practices.                                                                                                                                        

 

I, _____________________________, acknowledge that I have received Banyas and Miranda's Notice 

of Privacy Practices, effective May 2018.  I have had full opportunity to read and consider the contents 

of this Notice of Privacy Practices.   

 

May we call the telephone number you provided and leave a message on an answering machine or with 

a family member regarding your appointment or medical condition? ________YES  _________ NO 

 

May we mail to your home address information regarding your appointment, health information and/or 

account information?  ________YES  ________ NO 

 

May we E-mail information to you regarding your appointment, health information and/or account 

information? __________ YES ï Please provide your email address: __________________________, 

_____NO 

 

 

 

Signature __________________________________________________  Date__________________ 
 

 

 

RELEASE OF PROTECTED HEALTH INFORMATION 
 

I give my permission for Banyas and Miranda to release limited PROTECTED HEALTH 

INFORMATION to the person(s) listed below.  The designated person(s) have permission to obtain 

medical records, appointment information, rescheduled appointments, obtain account balance 

information, physician orders, prescriptions or samples.  Please list the person(s) you wish to designate 

on the lines provided below. 

 

1.) ______________________________________ Relationship______________________________ 

 

2.) ______________________________________ Relationship______________________________ 

 

3.) ______________________________________ Relationship______________________________ 

 

 

Signature_____________________________________________ Date______________________ 
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