
 
 

Consent for Chronic Opioid Therapy 

I understand that Dr. Amer Ansari (“my physician”) MAY recommend opioid medicine, sometimes called narcotic 
analgesics, to help treat my pain. 

 
I understand that this medication is being recommended because my pain complaints are moderate to severe and 
other treatments have not sufficiently helped my pain. I understand that many medications can have interactions with 
opioids that can either increase or decrease their effect. Therefore, I have told my physician about all other medicines 
and treatments that I am receiving – and that I will promptly advise my physician if I start to take any new 
medications or have new treatments. Likewise, I have told my physician about my complete personal drug history 
and that of my family. 

 
I have been informed by my physician that the initiation of a narcotic/opioid medication is a trial. Continuation of the 
medication is based on evidence of benefit to me from, associated side effects of, and compliance with instructions 
on usage of the medication. I have also been informed by my physician that continuation and any changes in dosage 
of the medication will be determined by pain relief, functional improvement, side effects, and adherence to usage 
restrictions. Lack of significant improvement, the development of adverse side effects, or other considerations may 
lead my physician to discontinue this treatment or to change dosage. 

 
It has been explained to me that taking narcotic/opioid medication has certain risks associated with it. These include, 
but are not limited to, the following: 

• Allergic reactions 
• Overdose (which could result in harm or even death) 
• Slowing of breathing rate 
• Slowing of reflexes or reaction time 
• Sleepiness, drowsiness, dizziness, and/or confusion 
• Impaired judgment and inability to operate machines or drive motor vehicles 
• Nausea, vomiting, and/or constipation 
• Itching 
• Physical dependence or tolerance to the pain relieving properties of the medication (This means that if my 

medication is stopped, reduced in dose, or rendered less effective by other medications I may be taking, I may 
experience runny nose, yawning, large pupils, goose bumps, abdominal pain and cramping, diarrhea, 
irritability, aches throughout my body, and a flu-like feeling. These can be very painful but are generally not 
life-threatening.) 

• Addiction 
• Failure to provide pain relief 
• Changes in sexual function (This is generally caused by reduced testosterone levels. Such reduced levels 

may affect mood, stamina, sexual desire and physical and sexual performance.) 
• Changes in hormonal levels 

 
In addition, use of these medications poses special risks to women who are pregnant or may become pregnant. If I 
plan to become pregnant or believe that I have become pregnant while taking this pain medicine, I will immediately 
call my obstetrician and this office to inform them. I have been advised that, should I carry a baby to delivery while 
taking this medication, the baby will be physically dependent upon opioids. I also understand that birth defects can 
occur whether or not the mother is on medicines and there is always the possibility that my child will have a birth 
defect while I am taking an opioid. Furthermore, I recognize that the long-term consequence on a child’s 
development who was exposed to opioids is not understood.   

 



 
 

It has been explained to me that there are other treatments that do not involve use of narcotic/opioid medications. 
Having been informed of these risks and potential benefits both of such medications and possible alternative 
treatments, I have freely consented to taking the narcotic/opioid medication. 
 
I would note that I have been given the opportunity of ask any questions that I may have – and that any questions 
that I have raised have been discussed to my satisfaction. 

 
I will take this/these medication(s) only as prescribed and I will not change the amount or dosing frequency 
without authorization from my physician. I understand that unauthorized changes may result in my running out of 
medications early, and early refills may not be allowed. I also understand that if I do not take the medication 
correctly, I may have withdrawal reactions that may include stomach pain, sweating, anxiety, nausea, vomiting and 
general discomfort. 

 
I have been advised by my physician that certain other medicines such as nalbuphine (Nubain ™), pentazocine 
(Talwin™), buprenorphine (Buprenex™), and butorphanol (Stadol™), may reverse the action of the medicine I am 
using for pain control. I understand that taking any of these other medicines while I am taking my pain medicines can 
cause symptoms like a bad flu, called a withdrawal syndrome. I agree not to take any of these medicines and to tell 
any other doctors that I am taking an opioid as my pain medicine and cannot take any of the medicines listed above. 

 
I will obtain all opioid prescriptions from my physician or, during his or her absence, by the covering physician. 
Requests for pain medications from the on-call physician (nights and weekends) will not be honored. I will not 
request medications outside of normal business hours. 

 
I will obtain all scheduled medications from one pharmacy. I will notify my physician if I change pharmacies. 
The pharmacy that I have selected is:  .  Its phone number is:    

 

I hereby authorize my physician to discuss all diagnostic and treatment details of my condition with the pharmacists at 
the dispensing pharmacy. 

 
I will submit to random pill counts and urine and/or blood drug tests as requested by my physician to monitor my 
treatment. I understand that the presence of any unauthorized substances in my urine or blood may prompt referral 
for assessment of addiction or chemical dependency and could result in discontinuation of further opioid 
prescriptions. I also understand that failure to follow these rules may lead to my no longer being treated by my 
physician after a 30-day, emergency only period. 

 
I will not share, sell or otherwise permit others to have access to these medications. 

 
I HAVE READ THIS FORM OR HAVE HAD IT READ TO ME. I UNDERSTAND ALL OF IT. I HAVE HAD A CHANCE TO 
HAVE ALL OF MY QUESTIONS REGARDING THIS TREATMENT ANSWERED TO MY SATISFACTION. BY SIGNING 
THIS FORM VOLUNTARILY, I GIVE MY CONSENT FOR THE TREATMENT OF MY PAIN WITH OPIOID PAIN 
MEDICINES. 

 
I UNDERSTAND AND AGREE THAT FAILURE TO ADHERE TO THESE POLICIES WILL BE CONSIDERED 
NONCOMPLIANCE AND MAY RESULT IN CESSATION OF OPIOID PRESCRIBING BY MY PHYSICIAN AND 
POSSIBLE DISMISSAL FROM THIS CLINIC. 
 
Patient Signature:                                                                         Date:___________________________________ 

  Witness:______________________________________________        Physician Signature:______________________ 



 
 

Agreement of Controlled Substances Treatment for Chronic Pain 
 

The purpose of this agreement is to create an understanding regarding controlled substances (a type of medication 
that is regulated by states and the Federal government) that may benefit your chronic pain symptoms. My goal is to 
treat you safely with these potent medications, if they are deemed medically necessary and prescribed, and also to 
prevent abuse of or addiction to these medications. Medications such as opioids (narcotic analgesics), benzodiazepine 
tranquilizers, barbiturate sedatives, and muscle relaxants such as Soma (carisoprodol), that may be useful in managing 
pain, can be problematic in several ways. These medications have “street value” and potential for abuse. Although 
these medications may be prescribed with the goal of improving your comfort and functionality, their medical use is 
also associated with the risk of serious adverse effects such as development of an addiction disorder or a relapse in a 
person with a prior addiction history. The extent of this risk is uncertain, but it is known to be higher in certain 
vulnerable patients. If prescribed such medications, my goal is to have you take the lowest possible dose of 
medication that is reasonably effective in managing your pain and improving your function, and when possible, have it 
tapered and eventually discontinued, while at the same time monitoring and managing these potential risks. 
 
Because these medications have the potential for abuse or diversion (i.e. sharing, trading or selling to ANYONE 
other than whose name is on the prescription), strict accountability is necessary for both medical safety and legal 
reasons. Therefore, the following policies are agreed to by you, the patient, to help me keep you safe and to 
provide you with good care. 

 
1. You must get a prescription for all controlled substances from the physician whose name appears below or, 
during his or her absence, by the covering physician, unless specific written authorization is obtained for an 
exception. (Multiple sources can lead to untoward medication interactions or poor coordination of treatment.) 

 
2. You must obtain all controlled substances from the same pharmacy.  

 
3. You must inform our office of any new medications or medical conditions and of any adverse effects you 
experience from any of the medications that you take. 

 
4. You must give the prescribing physician permission to discuss all diagnostic and treatment details with dispensing 
pharmacists or other professionals who provide your health care for purposes of maintaining accountability and 
coordinating your care.  

 
5. You may not share, sell or otherwise permit others to have access to these medications. You must take all 
medications exactly as prescribed, unless you develop side effects. If you develop side effects, you must consult with 
your doctor or local emergency providers. 

 
6. You must not stop these medications abruptly or without consulting the prescribing physician, as an 
abstinence/withdrawal syndrome may develop. 

 
7. You must agree that your urine may be tested for controlled substances before initiation of therapy and that 
random urine follow up testing may be done. You must cooperate in such testing, and you must agree that the 
presence of unauthorized substances, illicit substances or absence of prescribed medications may prompt referral for 
assessment for addictive disorder and possible tapering and discontinuation of the controlled substances 
immediately or in the future. 

 
8. You will not give your prescriptions or bottles of these medications to anyone else. These substances may be 



 
 

sought by other individuals with chemical dependency and should be closely safeguarded. You will take the highest 
degree of care with your medications and prescriptions. You will not leave them where others might see or otherwise 
have access to them. 

 
9. You must bring original containers of medication to each office visit. 

 
10. You must keep all controlled substances in a secure area. Since the medications may be hazardous or lethal to 
a person who is not tolerant to their effects, especially a child, you must keep them out of reach of such people. 

 
11. You must exercise extreme caution when taking these medications and driving or operating heavy machinery. 
The use of these medications may induce drowsiness or change your mental abilities, thereby making it unsafe to 
drive or operate heavy machinery. The effects of these medications are particularly problematic during any dose 
changes. If you are the slightest bit impaired, you must refrain from these activities. 

 
12. You must discuss the long-term use of controlled substances with your physician. Prolonged opioid use can be 
associated with serious health risks. You need to understand these risks. 

 
13. You must agree that medications will not be replaced if they are lost, flushed down the toilet, destroyed, left 
on an airplane, etc. If your medication has been stolen and you complete a police report regarding the theft and 
present that report to the prescribing physician, an exception may be made at the discretion of your treating 
physician. 

 
14. You must agree that early refills will not be given. 

 
15. You understand that prescriptions may be issued early only if the physician or patient will be out of town when 
a refill is due. These prescriptions will contain instructions to the pharmacist that they not be filled prior to the 
appropriate date. 

 
16. You agree that, if the responsible legal authorities have questions concerning your treatment, as might occur, 
for example, if you were obtaining medications at several pharmacies, all confidentiality is waived and these 
authorities may be given full access to our records of controlled substances administration. 

 
17. You agree that failure to adhere to these policies may result in tapering and cessation of therapy with 
controlled substance prescribing by this physician or referral for further specialty assessment. 

 
18. You agree that prescription renewals are contingent on keeping scheduled appointments. Do not phone for 
prescriptions after hours or on weekends. If you receive any controlled substances in an ER, you must report that 
incident to your prescriber, in writing, within 48 hours. 

 
19. You recognize that any medical treatment is a trial, and that continued prescription is contingent on evidence 
of benefit and improved functionality. 

 
20. You acknowledge that the risks and potential benefits of therapy with controlled substances have been 
explained to you and that you have had the opportunity to ask any questions that you may have. 
 
You understand and agree that failure to adhere to these policies will be considered noncompliance and may 
result in cessation of opioid prescribing by your physician and possible dismissal from this clinic. 

 



 
 

You affirm that you have full right and power to sign and be bound by this agreement. You further affirm that 
you have been given the opportunity to ask any questions you may have and that you have read, understand, 
and accept all of its terms. 

 
Patient Signature:                                                                       

Date:                                                               

Patient Name:                                              

Physician Name:                                                                   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 



 
 

Assignments of Benefits 
 

For treatment provided and other goods and valuable consideration, 
 

I,  , 
(Hereinafter Patient) hereby assign all rights and benefits that PATIENT has under any group health, 
HMO plan, individual health, PIP, disability or any other health or medical insurance policy or 
reimbursement plan that may pay benefits for services and treatment that PATIENT has received or 
will receive. 

 
This assignment includes but is not limited to, all rights to collect benefits directly from PATIENT'S 
insurance company or HMO for services and treatment that PATIENT has received and all rights to 
proceed against PATIENT'S insurance company or HMO in any action including legal suit if for any 
reason PATIENT'S insurance company or HMO fails to make payments of benefits to which PATIENT 
is due. This assignment also includes the right to recover attorney's fees and cost for such action 
brought by the provider as PATIENT'S assignee. 

 
I also authorize the release of any information pertinent to my case to any insurance company, 
adjuster, or attorney involved in this case. 

 
 

Date:    
 
Signature of Policy Holder:                                       

 
       
 
 
 
 
 
 
 
 
 

 
 

 
 
 



 
 

Payment Policy 
 

It is the policy of Integrated Spine & Joint Institute that all services be paid for at the time of visit. We 
accept Cash, Check, Visa and MasterCard. However, if we have made other arrangements with you 
the following outlines our billing and collection policy. 

 
Insurance Advance Notice Form 
This is a provider notice to the beneficiary regarding the services that may or may not be covered by 
your insurance company. Medical insurance is for your protection against the cost of medical care. 
Your insurance policy is a contract between you and your insurance company. There are literally 
thousands of insurance programs in existence. It is impossible for us to be familiar with all the 
programs. It is your responsibility to know if our office is covered by your insurance. If our office is not 
covered by your insurance, upon leaving our office we will supply you with a bill for the services that 
you received. It is then your responsibility to file the claim with your insurance company. You may 
contact your insurance company for information on submitting your claim. 
If we elect to accept your insurance and file your claim, it does not guarantee that your insurance will 
pay the claim. You are still responsible for any unpaid balance. All balances that remain unpaid 
for a period of 90 (ninety) days or longer will be considered delinquent and turned over to our 
collection agency. 
 
o I understand my insurance may not pay for Urine Drug Screening, Psychological 

Testing, and/or Durable Medical Equipment. 

o I understand my insurance may not pay for facility charges. 

o I understand I may be billed for any other charges not covered by my insurance. 

 
Medicare 
Our office accepts assignment on Medicare claims, that we will file your claim with Medicare and 
accept the approved Medicare rate as our total charge. However, by law we must collect the 
applicable co-insurance and deductible. If you have a Medicare supplement that Medi-Gaps over, 
we will file with them for your deductible and co-insurance. If your supplemental policy does not cover 
the deductible and co-insurance or other non-covered services, Payment for these services will still be 
your responsibility. Also you may be billed for additional services that are not covered by Medicare. 

 
o I understand I have a right to appeal directly to my insurance company, not to Integrated 
Spine & Joint Institute. 

 
 
 
 
 



 
 

 
Workers Compensation 
We will bill your workers compensation insurance carrier and accept this as payment in full. However, 
if your worker's compensation carrier denies benefits (such as determination that the injury is not 
work related), then you will be responsible for any unpaid balance. If you have any questions 
concerning the payment policy, please feel free to contact Integrated Spine & Joint Institute, Monday-
Friday 9 am to 5:00 pm @ 407-785-1967 
 

FINANCIAL INFORMATION 
 

Patients who carry any form of medical insurance should know that all services furnished are charged directly to the 
patient and he or she is responsible for payment. We will prepare any necessary forms to assist in making collections from 
your primary insurance company and will credit such collections to your account. You will also be expected to pay any 
benefit proceeds from your insurance to this office. However, we cannot render services on the assumption that your 
charges will be paid solely by your insurance. Most misunderstandings about insurance can be avoided if you understand 
what your policy provides. Many insurance policies pay according to a schedule of benefits that is based on various 
criterions. This office charges fees which are reasonable in this community. Not all insurance will pay 100% of our charges. 
The patient (and/or spouse/guarantor) is responsible to pay all sums unpaid by insurance. If it becomes necessary to 
collect any sum due through an attorney, then the patient (and/or spouse/guarantor) agrees to pay all reasonable costs of 
collection, including attorney’s fees and appellate attorney’s fees, whether suit is filed or not. All past due balances will 
accrue interest at the rate of 1½ % per month (18% per annum). The patient authorizes the release of any information 
acquired in the course of treatment as necessary to file insurance claims and for the collection of their account. 

 
 
Patient Name:                                                                    
 
Date:                                                                                           
 
Patient Signature:                                                                    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
 

Cancellation Policy 

You MUST give 24-hour advance notice for any appointment cancellation. No penalty 
will be posted to your account if appointment is cancelled BEFORE 24 hours. Failure to 
inform us at least 24-hours prior to scheduled appointment will result in a cancellation 
charge of $50 for office visits or $150 for procedures. All future appointments may be 
cancelled until the fee is paid.  

I understand that I may be discharged from the care of INTEGRATED SPINE & JOINT 
INSTITUTE if I cancel with less than 24 hours notice, or no-show more than 3 times in a 6-
month period. 

 
You must call between the hours of 9:00 am and 5 pm Monday through Friday and 
speak to an attendant.  

 
This policy is enforced with the consideration of all other patients who appear on 
time for their appointments. Enforcement of this cancellation policy will lead to 
better overall patient care. 

 
Method of payment: Cash, check, or credit card only. We cannot accept insurance as 
a mode of payment. 

 
Please sign and date below and a copy of this notice will be kept in your 
chart. By signing, you are agreeing to our policy. 

 
 
    Patient Name:                                                                    
 
 
    Date:                                                                                            
 
 
    Patient Signature:                                                                   



 

 
Notice of Information Practices 

 

1. Integrated Spine & Joint Institute may use and disclose protected health information for treatment, 
payment, and health care operations. Examples of these include, but are not limited to, requested 
preschool, life insurance, or sports physicals, and referral to nursing homes, foster care homes, home 
health agencies, and/or referral to other providers for treatment. Payment examples include, but are 
not limited to, insurance companies for claims including coordination of benefits with other insurers 
and collection agencies. Health care operations include, but are not limited to, internal quality 
control and assurance including auditing of records. 

2. Integrated Spine & Joint Institute is permitted or required to use or disclose protected health 
information without the individuals’ written consent or authorization in certain circumstances, such 
as for public health requirements and court orders. 

3. Integrated Spine & Joint Institute will not make any other use or disclosure of a patient’s 
protected health information without the individual’s written authorization. Such authorization 
may be revoked at any time. Revocation must be written. 

4. Integrated Spine & Joint Institute may at times contact the patient to provide appointment 
reminders or information regarding treatment alternatives or other health-related benefits and 
services that may be of interest to the individual patient. 

5. Integrated Spine & Joint Institute will abide by the terms of this notice or the notice currently in 
effect at the time of the disclosure. 

6. Integrated Spine & Joint Institute reserves the right to change the terms of its notice and to make 
new notice provisions effective for all protected health information that it maintains. 

7. Integrated Spine & Joint Institute will provide each patient with a copy of any revisions of its Notice 
of Information Practices at the time of the next visit or at the last known address if there is a need to 
use or disclose any protected health information of the patient. Copies may also be obtained at any 
time at our offices. 

8. Any person/patient may file a complaint to the medical practice and to the Secretary of Health and 
Human Services if they believe their privacy rights have been violated. To file a complaint with the 
practice, please contact the Manager at the following address and/or telephone number (407) 785-
1967.  

9. It is Integrated Spine & Joint Institute’s policy that no retaliatory action will be made against any 
individual who submits or conveys a complaint of suspected or actual noncompliance of the privacy 
standards. 

10. The name, title, and telephone number of a person in the office to contact for further information 
is Urooj Ansari, Vice-President, 407-785-1967 

 
 

Created: 07012009 Notice of Information Practices page 1 of 1 
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Notice of Privacy Practices  
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY. 

 
 

Who Will Follow This Notice 
This notice describes our practice’s privacy practices and that of: 

 
§ Any physician or health care professional authorized to enter information into your medical chart. 
§ All departments and units of the practice. 
§ All employees, staff, and other office personnel. 
§ All these individuals, sites, and locations follow the terms of this notice. In addition, these individuals, sites, and 

locations may share medical information with each other or with third-party specialists for treatment, payment, or 
office operations purposes described in this notice. 

 
 

Our Pledge Regarding Medical Information 
We understand that medical information about you and your health is personal. We are 
committed to protecting medical information about you. We create a record of the care and 
services you receive at our office. We need this record to provide you with quality care and to 
comply with certain legal requirements. This notice applies to all of the records of your care 
generated by our office. 

 
This notice will tell you about the ways in which we may use and disclose medical information 
about you. We also describe your rights and certain obligations we have regarding the use 
and disclosure of medical information. 

 
We are required by law to: 

 
§ Ensure that medical information that identifies you is kept private; 
§ Give you this notice of our legal duties and privacy practices with respect to medical information about you; and 
§ Follow the terms of the notice that is currently in effect. 

 
 

How We May Use And Disclose Medical Information About 
You 

The following categories describe different ways that we use and disclose medical 
information. Not every use or disclosure in a category will be listed. However, all of the ways 
we are permitted to use and disclose information will fall within one of the categories. 

 
§ For Treatment. We may use medical information about you to provide you with medical treatment or services. We 

may disclose medical information about you to the practice’s office personnel who are involved in taking care of 
you at the office or elsewhere. We also may disclose medical information about you to people outside our office 
who may be involved in your care after you leave the office, such as family members or others we use to provide 
services that are part of your care, provided you have consented to such disclosure. These entities include third-
party physicians, hospitals, nursing homes, pharmacies, and clinical laboratories with whom the office consults or 



 

 

makes referrals. 
§ For Payment. We may use and disclose medical information about you so that the treatment and services you 

receive at our office may be billed to and payment may be collected from you, an insurance company, or a third 
party. For example, we may need to give your health plan information about procedures you received at the office 
so your health plan will pay us or reimburse you for the services. We may also tell your health plan about a treatment 
you are going to receive to obtain prior approval or to determine whether your plan will cover the treatment. 

§ For Health Care Operations. We may use and disclose medical information about you for medical office 
operations. These uses and disclosures are necessary to run our office and make sure that all of our patients 
receive quality care. For example, we may use medical information to review our treatment and services and to 
evaluate the performance of our staff in caring for you. We may also combine medical information about many 
patients to decide what additional services the office should offer, what services are not needed, and whether 
certain new treatments are effective. We may also disclose information to our physicians, staff, and other office 
personnel for review and learning purposes. 

§ Appointment Reminders. We may use and disclose medical information to contact you as a reminder that you 
have an appointment for treatment or medical care at the office. 

§ Treatment Alternatives. We may use and disclose medical information to tell you about or recommend possible 
treatment options or alternatives that may be of interest to you. 

§ Health-Related Benefits and Services. We may use and disclose medical information to tell you about health-related 
benefits or services that may be of interest to you. 

§ Individuals Involved in Your Care or Payment for Your Care. We may release medical information about you to a 
friend or family member who is involved in your medical care, provided you have consented to such disclosure. We 
may also give information to someone who helps pay for your care. In addition, we may disclose medical information 
about you to an entity assisting in a disaster relief effort so that your family can be notified about your condition, 
status, and location. 

§ As Required By Law. We will disclose medical information about you when required to do so by federal, state, or local 
law. To Avert a Serious Threat to Health or Safety. We may use and disclose medical information about you when 
necessary to prevent a serious threat to your health and safety or the health and safety of the public or another person. 
Any disclosure, however, would only be to someone able to help prevent the threat.  

 
SPECIAL SITUATIONS 

§ Health Oversight Activities. We may disclose medical information to a health oversight agency for activities 
authorized by law. These oversight activities include, for example, audits, investigations, inspections, and licensure. 
These activities are necessary for the government to monitor the health care system, government programs, and 
compliance with civil rights laws. 

§ Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose medical information about 
you in response to a court or administrative order. We may also disclose medical information about you in 
response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but 
only if efforts have been made to tell you about the request or to obtain an order protecting the information 
requested. 

§ Law Enforcement. We may release medical information if asked to do so by a law enforcement official: 
o In response to a court order, subpoena, warrant, summons, or similar process; 
o To identify or locate a suspect, fugitive, material witness, or missing person; 
o About the victim of a crime if, under certain limited circumstances, we are unable to obtain the person's 

agreement; 
o About a death we believe may be the result of criminal conduct; 
o About criminal conduct at the office; and 
o In emergency circumstances to report a crime; the location of the crime or victims; or the identity, description, 

or location of the person who committed the crime. 
§ Coroners, Medical Examiners, and Funeral Directors. We may release medical information to a coroner or medical 

examiner. This may be necessary, for example, to identify a deceased person or determine the cause of death. We 
may also release medical information about patients of the office to funeral directors as necessary to perform their 
duties. 

 
 



 

 

Your Rights Regarding Medical Information About You 
You have the following rights regarding medical information we maintain about you: 

 
§ Right to Inspect and Copy. You have the right to inspect and copy medical information that may be used to make 

decisions about your care. To inspect and copy medical information that may be used to make decisions about you, 
you must submit your request in writing to [insert information]. If you request a copy of the information, we may 
charge a fee for the costs of copying, mailing, or other supplies associated with your request. We may deny your 
request to inspect and copy in certain very limited circumstances. 

§ Right to Amend. If you feel that medical information we have about you is incorrect or incomplete, you may ask us 
to amend the information. You have the right to request an amendment for as long as the information is kept by or 
for our office. 

To request an amendment, your request must be made in writing and submitted to 
[insert information]. In addition, you must provide a reason that supports your request. 

We may deny your request for an amendment if it is not in writing or does not 
include a reason to support the request. In addition, we may deny your request if you 
ask us to amend information that: 

 
o Was not created by us, unless the person or entity that created the information is no longer available to make 

the amendment; 
o Is not part of the medical information kept by or for our office; 
o Is not part of the information that you would be permitted to inspect and copy; or 
o Is accurate and complete. 

 
§ Right to an Accounting of Disclosures. You have the right to request an "accounting of disclosures." This is a 

list of the disclosures we made of medical information about you. 
To request this list or accounting of disclosures, you must submit your request in 

writing to “Integrated Spine & Joint Institute, 3230 Hillsdale Lane, Kissimmee, FL 34741.” 
Your request must state a time period, which may not be longer than 6 years. Your request 
should indicate in what form you want the list (for example, on paper, electronically). The 
first list you request within a 12-month period will be free. For additional lists, we may 
charge you for the costs of providing the list. We will notify you of the cost involved, and 
you may choose to withdraw or modify your request at that time before any costs are 
incurred. 

§ Right to Request Restrictions. You have the right to request a restriction or limitation on the medical information 
we use or disclose about you for treatment, payment, or health care operations. You also have the right to request a 
limit on the medical information we disclose about you to someone who is involved in your care or the payment for 
your care, like a family member or friend. For example, you could ask that we not use or disclose information about a 
surgery you had. 

We are not required to agree to your request. If we do agree, we will comply with your request unless the 
information is needed to provide you emergency treatment. 

To request restrictions, you must make your request in writing to [insert information]. 
In your request, you must tell us (1) what information you want to limit; (2) whether you 
want to limit our use, disclosure, or both; and (3) to whom you want the limits to apply, for 
example, disclosures to your spouse. 
§ Right to Request Confidential Communications. You have the right to request that we communicate with you 
about medical matters in a certain way or at a certain location. For example, you can ask that we only contact you at 

work or by mail. 
To request confidential communications, you must make your request in writing to 

[insert information]. We will not ask you the reason for your request. We will 
accommodate all reasonable requests. Your request must specify how or where you wish 



 

 

to be contacted. 
§ Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to give 

you a copy of this notice at any time. Even if you have agreed to receive this notice electronically, you are still 
entitled to a paper copy of this notice. 

To obtain a paper copy of this notice, send a request to Integrated Spine & Joint 
Institute, 3230 Hillsdale Lane, Kissimmee, FL 34741. 

 

Changes To This Notice 
We reserve the right to change this notice. We reserve the right to make the revised or 
changed notice effective for medical information we already have about you as well as any 
information we receive in the future. We will post a copy of the current notice in the office. The 
notice will contain on the first page, in the top right-hand corner, the effective date. In addition, 
each time you register, we will offer you a copy of the current notice in effect. 

 
 

Complaints 
If you believe your privacy rights have been violated, you may file a complaint with the office or with the Secretary of 
the Department of Health and Human Services. All complaints must be submitted in writing. 

 
You will not be penalized or retaliated against for filing a complaint. 

 
 

Other Uses of Medical Information 
Other uses and disclosures of medical information not covered by this notice or the laws that 
apply to us will be made only with your written permission. If you provide us permission to use 
or disclose medical information about you, you may revoke that permission, in writing, at any 
time. If you revoke your permission, we will no longer use or disclose medical information 
about you for the reasons covered by your written authorization. You understand that we are 
unable to take back any disclosures we have already made with your permission and that we 
are required to retain our records of the care that we provided to you. 



 

 

Acknowledgment of Notice of Privacy Practices 
 

Our Notice of Privacy Practices provides information about how we may use and disclose protected health 
information about you. You have the right to review our Notice before signing this form. As provided in our Notice, 
the terms of our Notice may change. If we change our Notice, you may obtain a revised copy from the office. 

 
You have the right to request that we restrict how protected health information about you is used or disclosed for 
treatment, payment, or health care operations. We are not required to agree to this restriction, but if we do, we are 
bound by our agreement. 

 
By signing this form, you consent to our use and disclosure of protected health information about you for treatment, 
payment, and health care operations as described in our Notice. You have the right to revoke this consent, in 
writing, except where we have already made disclosures in reliance on your prior consent. 

 
 
 Patient Signature: _____________________ 
 
 Patient Name: ________________________ 
  
 Date: ________________________________ 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



 

 

 
Authorization for the Use & Disclosure of Individually Identifiable 

Health Information 
 

I hereby authorize the use or disclosure of my individually identifiable health information as described below. I 
understand that the information I authorize a person or entity to receive may be redisclosed and no longer 
protected by federal privacy regulations. 

 
1. Persons/organizations authorized to use or disclose the information: ________________________________ 

 
_____________________________________________________________________________________________ 

 

2. Persons/organizations authorized to receive the information: ______________________________________ 

 

____________________________________________________________________________________________ 
 

3. Specific description of information that may be used/disclosed: ___________________________________ 

 

____________________________________________________________________________________________ 
 

4. I understand that I may inspect or copy the information used or disclosed. 
 

5. I understand that I may revoke this authorization at any time by notifying the person/organization 
providing the information in writing, except to the extent that: 

• Action has been taken in reliance on this authorization; or 
• This authorization is obtained as a condition for obtaining insurance coverage or other law provides 

the insurer with the right to contest a claim under the policy. 
 

6. This authorization expires on/upon [insert applicable date or event]. 
 
 
 
 
 Signature of Patient or Patient’s Representative:  ______________________________ 
 
 Printed name of Patient or Patient’s Representative: ___________________________ 
 
 Date: _____________________________________________________________________ 
 
 
 

 




