
 HIPAA Consent Form 

 The Health Insurance Portability and Accountability Act (HIPAA) is a federal government regula�on 
 designed to ensure that you are aware of your privacy rights and of how your medical informa�on can be 
 used by our staff in providing care arranging your medical care. Heart Rhythm Specialists is commi�ed to 
 securing the privacy of your health informa�on. We are supplying you with a copy of our No�ce of 
 Privacy Prac�ces. You are not required to read this no�ce. By ini�aling, you are acknowledging receipt of 
 this no�ce. 

 I, __________________________________, give permission to Heart Rhythm Specialists and associated 
 health care and medical services providers and payers to disclose and release my protected health 
 informa�on to the following: 
 Name  Rela�onship  Phone Number 
 ________________________________  ______________________  _(______)______________ 
 ________________________________  ______________________  _(______)______________ 
 ________________________________  ______________________  _(______)______________ 
 ________________________________  ______________________  _(______)______________ 

 This health informa�on may be used to enable the persons I authorize to know and understand my 
 condi�on and my treatment or treatment op�ons, for treatment or consulta�on, for claims payment 
 purposes, or related reasons. 

 The authoriza�on shall be effec�ve un�l I give wri�en consent to revoke it. 

 Signature of pa�ent or personal representa�ve: 

 Printed name of pa�ent or personal representa�ve: 

 Rela�onship to pa�ent:  Date: 
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 Pa�ent Contact Form 

 I, __________________________________,  give permission for employees of Heart Rhythm Specialists 
 to contact me at the following methods regarding my private health informa�on. By providing my phone 
 number, I consent to receive SMS text messages from Heart Rhythm Specialists for appointment 
 reminders, marke�ng messages, and general two-way communica�on. Message frequency may vary. 
 Message and data rates may apply. Reply HELP for support or STOP to opt out. Please refer to our privacy 
 policy and terms and condi�ons. 

 Method  Number/Address  Okay to leave message? 
 (Circle One) 

 Home Phone  YES           /           NO 

 Cell Phone  YES           /           NO 

 Work Phone  YES           /           NO 

 Text Message  YES           /           NO 

 Email  YES           /           NO 

 Athena Portal  YES           /           NO 

 Signature of pa�ent or personal representa�ve: 

 Printed name of pa�ent or personal representa�ve: 

 Rela�onship to pa�ent:  Date: 
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