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CONSENT FOR TREATMENT

TO THE PATIENT - Consent for Care and Treatment: You have the right, as a patient, to be 
informed about your condition and the recommended medical or diagnostic procedure to be used 
so that you may make the decision whether or not to undergo any suggested treatment or 
procedure involved. This consent form is simply an e�ort to obtain your permission to perform the 
evaluation necessary to identify the appropriate treatment and/or procedure for any identified 
condition(s).

This consent provides us with your permission to perform reasonable and necessary medical 
examinations, testing, and treatment. By signing below, you are indicating that (1) you intend 
that this consent is continuing in nature even a�er a specific diagnosis has been made and 
treatment recommended; and (2) you consent to treatment at this o�ice or any other satellite 
o�ice under common ownership. The consent will remain fully e�ective until it is revoked in 
writing. You have the right at any time to discontinue services. You have the right to discuss the 
treatment plan with your physician about the purpose, potential risks, and benefits of any test 
ordered for you. If you have any concerns regarding any test or treatment recommended by 
your health care provider, we encourage you to ask questions.

I voluntarily request a physician, and/or mid-level provider (Nurse Practitioner), and other 
health care providers or the designees as deemed necessary, to perform a reasonable and 
necessary medical examination, testing, and treatment for the condition which has brought 
me to seek care at this practice. I understand that if additional testing, invasive or 
interventional procedures are recommended, I will be asked to read and sign additional 
consent forms prior to the test(s) or procedure(s). Waiver of Jury Trial; each party hereby 
irrevocably waives its right to trial by jury in any action or proceeding arising out of this 
agreement or the transactions relating to its subject matter.

I certify that I have read and fully understand the above statements and consent fully and 
voluntarily to its contents.

(THIS DOCUMENT EXPIRES 3-YEARS FROM DATE SIGNED)

Signature of Patient or Personal Representative

Date:

Printed Name of Patient or Personal Representative

Relationship to Patient:

Name of Witness Employee

Job Title:

Signature of Witness

Date:
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Except to the extent that action has already been taken in reliance upon this authorization. I understand that I may revoke 
this authorization at any time by giving written notice to Orlando Epilepsy Center. Unless revoked earlier, this authorization 
will expire in 3 years from the date signing below or upon.

(To have records sent to Orlando Epilepsy Center from another O�ice)

Physician/Practice Name:

I authorize Orlando Epilepsy Center to request / release my health information, from my physician:

I authorize Orlando Epilepsy Center to request / release the following information:

Phone #:

To:

Fax:Address:

Patient name: DOB:

Social Security # (last 4 digits):

MEDICAL RECORDS REQUEST / RELEASE

Labs Medication List O�ice Notes

From:

(Initials)

I also understand that if a person or entity receiving this information is not a healthcare provider or health plan covered by
federal privacy regulations, the information described above may be re-disclosed and no longer protected by these 
regulations. However, the recipient may be prohibited from disclosing my health information under other applicable state
or federal laws and regulations.

I further understand that the person(s) l am authorizing to use or disclose my informantion may receive compensation 
(either directly or indirectly) for doing so.

Other:Imaging Reports Procedure Reports All Records

Parent Legal Guardian Court Order Other:

Signature of Patient

Date:

Print Name of Representative

Signature of Authorized Representative:

Date:
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NOTICE OF PRIVACY PRACTICES, ACKNOWLEDGEMENT, AND CONSENT

Your Protected Health Information will be used by Orlando Epilepsy Center or may be disclosed to others for the 
purposes of treatment, obtaining payment, or supporting the day-to-day health care operations of this o�ice.

You should review the Notice of Privacy Practices for a more complete description of how your Protected Health 
Information may be used or disclosed. It describes your rights as they concern the limited use of health 
information, including your demographic information, collected from you and created or received by this o�ice. 
You may review the Notice prior to signing this consent. You may request a copy of the Notice at the Front Desk.

Use and Disclosure of your Protected Health Information

You may request a restriction on the use or disclosure of your Protected Health Information.
This o�ice may or may not agree to restrict the use or disclosure of your Protected Health Information.
If we agree to your request, the restriction will be binding with this o�ice. Use or disclosure of protected 
information in violation of an agreed upon restriction will not be in violation of the federal privacy standards.

You may revoke this consent to the use and disclosure of your Protected Health Information. You must revoke 
this consent in writing. Any use or disclosure that has already occurred prior to the date on which your 
revocation of consent is received will not be a�ected.

(Consent to use PHI)

Patient or Legally Authorized Individual Signature

Date:

Print Patient's Full Name

Name:

Cell Phone #:

Phone:Relationship:

Witness Signature

Time:

Date:

I have received a copy of the Notice of Patient Privacy Policy.

Orlando Epilepsy Center may share information with the following person:

Requesting a Restriction on the Use or Disclosure of Your Information

Revocation or consent

By my signature, I give permission to leave a message on my answering machine and/or cell phone.

By my signature below, I give my permission to use and disclose my health information.

Notice of Privacy Practices

�����������������������������
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Signature of Patient or Representative: Date of signature

Relationship of Representative to Patient
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