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CARDIOVASCULAR
ASSOCIATES, LTD.

CONSENT TO USE & DiscLOSE PROTECTED HEALTH INFORMATION

[ understand that CARDIOVASCULAR ASSOCIATES, LTD. creates and maintains medical and related records that include personal healthcare information,
including my health records, symptoms, demographic information, diagnoses, examination and test results, treatment, and any plans for future care
or treatment. This is my “Protected Health Information.”

[ also understand and consent to the use and disclosure of my Health Information by CARDIOVASCULAR ASSOCIATES, LTD. for the following purposes:

* My treatment: This includes the provision, coordination, or supervision of my healthcare and related services, including the coordination or
management of my care and consultation between healthcare professionals related to my treatment, or my referral to another healthcare professional.

¢ Payment for healthcare services provided to me: This includes actions undertaken by a health plan to decide coverage or the provision of
benefits to me, by my Provider or a health plan to obtain or provide compensation for my care, or otherwise related to me.

* My Provider’s internal operations: This includes quality assessment and improvement activities; reviewing provider performance and training;
activities relating to health insurance and benefits; conducting or arranging for medical review, legal services, and audits; business planning and
development; and business management and general administrative activities including customer service, resolution of internal grievances, due
diligence, and creating de-identified healthcare information.

I understand and agree that:

¢ I have the right to review CARDIOVASCULAR ASSOCIATES, LTD.’S NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION, which
provides a much more detailed description of information, uses and disclosures, prior to signing this CONSENT.

* CARDIOVASCULAR ASSOCIATES, LTD. may change or modify its NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION at any time
and T have the right to obtain a revised NOTICE OF PRIVACY PRACTICES by accessing the CARDIOVASCULAR ASSOCIATES, LTD.’s website, calling
the office and requesting a revised copy be sent in the mail, or asking for one at the time of my next appointment.

¢ I have the right to request restrictions as to how my Health Information may be used or disclosed to carry out treatment, payment, or healthcare
operations. [ understand and agree that my Provider is not required to agree to any restrictions that I may request, but if my Provider agrees, it
will be bound by that restriction.

¢ I have the right to revoke this CONSENT by notifying my provider in writing that I revoke this CONSENT, unless my Provider has used or disclosed
my Health Information in reliance on this CONSENT.

* My Provider has the right to disclose relevant Health Information to my family member, other relative, close personal friend, or anyone identified
by me including:

Signature Printed name of Patient

Date Description of personal representative’s authority
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