
Intracoastal Internal Medicine, PA 
 

HIPAA Consent Form 
  
I consent to disclosure of the following protected health information about me to the following person(s) 
involved in my care or payment for my care. I understand that the identity of designated parties must be 
verified before the release of any information. 
 
Name                                                                                Relationship 
_______________________________________     ____________________________________________ 

_______________________________________     ____________________________________________ 

_______________________________________     ____________________________________________ 

_______________________________________     ____________________________________________ 

_______________________________________     ____________________________________________ 

_______________________________________     ____________________________________________ 

_______________________________________     ____________________________________________ 

_______________________________________     ____________________________________________ 

Check all that may apply: 

 All my medical information 

 Information necessary to schedule appointments for me 

 Lab or test results 

 Information necessary to provide, call in or pick up prescriptions for me 

 Information necessary to help my family member(s) take care of me 

 Information necessary to allow my family member(s) to pick up or arrange for medical 
               equipment to be provided for me 

 Information necessary to bill for or submit claims for care provided to me to government or 
               private insurance payors 
 
My consent will remain in effect as long as I am a patient of Intracoastal Internal Medicine. We will 
require this form to be completed at the beginning of each calendar year. 
 
______________________________________________  __________________________ 
Signature of Patient or Representative                                   Date 
_________________________________________ 
Print Name 
__________________________________________ 
Relationship of Representative to Patient 
 


