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Patient Consent for Use and Disclosure 
of Protected Health Information

I hereby give my consent for Proximiti Communications, Inc. (Proximiti) to use and disclose protected health information (PHI) about me in the course of providing their Services. This protected health information relates to my past, present or future physical or mental health or condition and may  specifically identify me. My consent shall be in force and effect as long is I utilize Proximiti Services or until I otherwise revoke my consent. 

I specifically authorize the release of PHI from Proximiti’s Services to the following recipients:


Providers:  ______________________________________________________________


Family Members/Friends:  ________________________________________________

I understand that such release may involve information of a personal nature.  
I have the right to review Proximiti’s Notice of Privacy Practices prior to signing this consent. The separate Notice of Privacy Practices describes Proximiti’s  uses and disclosures of PHI more completely.  The Notice of Privacy specifically references instructions for initiating changes in how  Proximiti manages my PHI.  I understand that Proximiti reserves the right to revise its Notice of Privacy Practices at any time.  A current Notice of Privacy Practices may be obtained at any time by visiting the following web site:  www.proximiti.com/HIPAA.

With this consent, Proximiti may call or e-mail my home or other alternative location and deliver a message in providing their Services and in carrying out the associated health care operations.  Such notification may contain information such as appointment reminders, care reminders, prescription reminders, insurance items and calls pertaining to my clinical care, including laboratory test results, blood pressure readings, and weight among others. 

I may request that Proximiti restrict how it uses or discloses my PHI in the provision of their Services.  Proximiti is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. I understand that the release of my PHI under this authorization may result in direct or indirect remuneration to Proximiti from the above named recipients.  
I have the right to inspect or copy the PHI to be used or disclosed as permitted under federal  and state law.  I may revoke this consent in writing except to the extent that the Company has already released PHI based upon this authorization. 

_______________________________
______________________

Signature of Patient or Legal Guardian
Date

_______________________________


Print Patient’s Name


_______________________________
Print Legal Guardian’s Name (if applicable)

