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Consent to Use or Disclose Information for Treatment, Payment 

or Healthcare Operations 
 
 

 
I consent to the use or disclosure of my individually identifiable health information 
(Protected Health Information) by Tallahassee Plastic Surgery Clinic, herein after 
referred to as TPSC, for the purpose of treatment, payment or healthcare operations as 
their terms are defined in the federal HIPPA privacy rules. 
 
My protected Health Information means health information, including my 
demographic information, collected from me and created or received by my health care 
provider, another healthcare provider, a health plan, my employer, or a health care 
clearinghouse. This protected health information relates to my past, present or future 
physical or mental condition and identifies me, or there is a reasonable basis to believe 
the information may identify me. 
 
I have the right to revoke this consent. Such revocation must be submitted to TPSC in 
writing. The revocation shall be effective except to the extent that TPSC has already 
taken action in reliance on the consent. 
 
TPSC may refuse to treatment if I (or an authorized representative) do not sign this 
consent form (except to the extent that the facility is required by law to treat 
individuals). If I (or authorized representative) sign this consent form then revoke 
consent, TPSC has the right to refuse to provide further treatment to me as of the time 
of revocation (except to the consent that TPSC is required by law to treat individuals). 
 
I have read and understand this information. I am the patient or am authorized to act 
on behalf of the patient to sign this document verifying consent to the above stated 
terms. 
 
 
 
_______________________________________________  _________________  
Signature of Patient or Authorized Representative     Date 

 
_______________________________________________ 
Please Print Name  


