CONSENT FOR CARE AND TREATMENT

As the patient or patient’s representative, | hereby consent to necessary examination, procedures or treatment as
prescribed by my physician or her assistants. | understand that fam under the care and supervision of my attending
physician.

CONSENT TO RELEASE PROTECTED HEALTH INFORMATION (PHI)

| understand that my healthcare information at Centennial Primary Care is protected. | also understand that in order
disclose my PHI, Centennial Primary Care, must have my consent. Therefore, | authorize Centennial Primary Care to
disclose my PHI as described in this form, to the persons listed below:

Description of information to be disclosed:

Any and all information necessary Other (Specify)

PHI may be disclosed to the following persons:

Name Phit Relationship

Name Ph# Relationship

| authorize Centennial Primary Care staff to contact me on the following number(s) with results or questions:

Home Cell Work

May we leave a detailed message on your answering machine or voicemail? YES ~ NO

(initials) | DO NOT authorize Centennial Primary Care to release my PHI to anyone other than myself. | fully
understand that by doing so it may take longer to get my results.

PATIENT RECEIPT OF NOTICE OF PRIVACY PRACTICES

CENTENNIAL PRIMARY CARE has provided information regarding the Notice of Privacy Practices. This notice describes
the practice’s commitment to privacy, my rights to privacy, and how Centennial Primary Care may use and disclose
protected health information (PHI) about me to carry out treatment, billing and healthcare operations.

By signing this form, | acknowledge that | have reviewed the Notice of Privacy Practices and understand how my
information will be used and disclosed. | understand that | am entitled to receive a copy of this document upon request.

SIGNATURE OF PATIENT OR REPRESENTATIVE DATE



