Nabhid Birjandi, D.PM.

Foot and Ankle Surgery
Podiatric Medicine

Patient Consent for Use and Discloser of Protected Health Information

With your consent Dr. Nahid Birjandi may use and disclose Protected Information about you to carry
out treatment, Payment and Health Care Operations. Please refer to our Notice of Privacy Practices

Tnitial prior to signing this consent. We have the right to revise our Notice of Privacy Practices at any time.
A revised Notice of Privacy Practices may be obtained by forwarding a written request to our Privacy
Officer at 27871 Medical Center Rd. Ste. 130. Mission Viejo, CA. 92691.

With your consent, Dr. Nahid Birjandi and office staff may call your home or office and leave a
message in reference to any items that assist the practice in carrying out Treatment, Payment and

Initial Health Care Operations such as appointment reminders, insurance items and any call pertaining to
your clinical care.

With your consent, Dr. Nahid Birjandi and office staff may call your home or office and leave a
message in reference to any items that assist the practice in carrying out Treatment, Payment and

Tnitial Health Care Operations such as appointment reminders, insurance items and any call pertaining to
your clinical care.

With your consent. Dr. Nahid Birjandi and office staff, may mail to your home or office any items
that assist the practice in carrying out Treatment. Payment and Health Care Operations such as
Tnitial appointment reminder cards and patient statements.

I give my consent to electronically send or fax my records for the purpose of Treatment, Payment or
Health Care Operations and understand that I may withdraw this consent at any time in writing. I

Initial understand that my medical records may be transmitted electronically or by fax and may be received
in error by a third parry. In the event that this should occur I absolve Dr. Nahid Birjandi and office
staff of all liability.

By signing this form, you are consenting to our use and discloser of your Protected Health
Information to carry out Treatment, Payment and Health Care Operations. This consent may be

Tnitial revoked in writing except to the extent that we have already made disclosures in reliance upon your
prior consent.

If you decline to sign this consent, we may decline to provide treatment for you.

Signature of Patient or Legal Guardian Date
This Authorization Will Remain Standing Until Revoked In Writing.

Patient’s Name Date of Birth

Print Name of Patient or Legal Guardian Date

ONLY SIGN BELOW IF YOU ARE DECLINING THIS CONSENT

19 , decline to the use and disclosure of my Protected Health

Information to carry out Treatment, Payment, and Health Care Operations.
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AUTHORIZATION FOR TREATMENT AND FINANCIAL ARRANGEMENT

I hereby consent to and authorize all treatmeat that may be considered necessary

or advisable by the physician. I understand that no guarantee or assurance has becn
made as to the results that may be obtained. I understand that the charges will be made
for the office and x-rays and laboratory examinations, efc... and herehy agree that I am
finaocially responsible for any such charges not covered by my health care plan.

Patient's, Parent'$ or Guardian's Signature-

Daie-




	birjandi-new-patient-form12-2
	birjandi-new-patient-form12-1

