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I hereby consent to Chisholm Trail Allergy and Asthma, using or disclosing my protected health information for the purpose of providing 
treatment to me, obtaining payment for health care services rendered to me, or to carry out the Practice’s health care operations. 
 
I understand that the Practice may condition its diagnosis or treatment of me upon my consent to allow its use or disclosure of my protected 
health information. 
 
I acknowledge the Practice has provided me a copy of its Notice of Privacy Practices, which provides me a more detailed description of the uses 
and disclosures allowed by this consent, and that I have accepted said copy.   
 
__________. The practice preserves my right to review the Notice of Privacy Practices prior to signing this consent. 
(Initials) 

__________.  I acknowledge the Practice has office offered me a copy of its Notice of Privacy Practices, but that I have refused said copy.  I may  
(Initials) obtain a current copy at a date in the future by submitting a written request to 7200 Dutch Branch Rd. #200, Fort Worth, TX 76132. 
 
I understand that I have the right to request restrictions on how the Practice uses and discloses of my protected health information for treatment 
payment, or the health care operations. The Practice is not required to agree to any restriction, but if it does, the restriction is binding on the 
Practice. 
 
I have the right to revoke this consent in writing, except to the extent that the Practice has taken action in reliance on this consent, 
 
I further acknowledge the Practice has provided me a copy of its Notice of Privacy Practices, which provides a detailed description of the uses 
and disclosures allowed by this consent, as well as other rights regarding my protected health information. 
 
 
 
 
____________________________________________ 
Signature of Patient or Personal Representative 

 
 
_____________________________________________ 
Please Print Name of Patient or Personal Representative 
 
 
 

_____________________________________________ 
Date Completed 
 


