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HIPPA Consent and Authorization 
Form
Patient Name: __________________________________

Date of Birth: ___________________________________  

Phone Number: ________________________________

Email Address: _________________________________

Purpose of this Consent

This form provides information about how your medical information may be used and 

disclosed and explains your rights regarding the protection of your personal health 

information in compliance with the Health Insurance Portability and Accountability Act 

(HIPAA) and the Texas Medical Board (TMB) regulations.

Acknowledgment of Receipt of Notice of Privacy Practices

I acknowledge that I have been provided with the Notice of Privacy Practices (NPP) for Mauer 

Medical and that I have had an opportunity to review it. This notice explains how my 

Protected Health Information (PHI) may be used and disclosed, and how I can access this 

information.

Authorization for use and Disclosure of Protected Health 
Information (PHI)

I hereby authorize Mauer Medical to use and disclose my PHI for the following purposes:

1. Treatment: Coordination and management of my healthcare, including sharing 

information with other healthcare providers involved in my care.

2. Payment: Processing insurance claims, billing, and payment for services rendered.



3. Healthcare Operations: Improving the quality of healthcare services, conducting audits, 

staff training, and compliance reviews.

4. Communication: Contacting me by phone, email, or text regarding appointments, results, 

and follow-up care.

Specific Authorization (Optional)

By initialing below, I authorize the following:

[_] Release of medical records to family members or caregivers.

Name(s): ___________________________________________

[_] Use of text messages and/or email for appointment reminders and other non-emergency 

communications.

[_] Disclosure of mental health, substance abuse, or HIV/AIDS-related information if 

applicable.

Patient Rights and Responsibilities

• Right to Revoke: I understand that I may revoke this authorization at any time in writing, 

except to the extent that Mauer Medical has already acted based on my previous consent.

• Right to Access: I have the right to request and inspect copies of my medical records and 

request amendments to my records as necessary.

• Right to Restrict Disclosure: I may request restrictions on how my PHI is used or 

disclosed, but I understand that Mauer Medical is not required to agree to all restrictions.

• Right to File a Complaint: I understand that I have the right to file a complaint if I believe 

my privacy rights have been violated, and that I may contact the U.S. Department of Health 

and Human Services (HHS) or the Texas Medical Board (TMB) for assistance.

Duration and Revocation of Consent

This consent is valid until revoked by me in writing. I understand that any revocation will not 

apply to disclosures that have already been made in reliance on my prior consent.

Telemedicine and Electronic Communication Consent

If I participate in telemedicine services, I understand that my PHI may be transmitted 

electronically to facilitate the provision of remote care. I consent to the use of such 

technology in compliance with HIPAA and Texas state regulations.



Legal Disclosures (Texas Compliance)

• I acknowledge that Mauer Medical complies with the Texas Medical Board rules regarding 

patient privacy and confidentiality.

• I understand that under Texas law, Mauer Medical is required to protect my personal 

health information and adhere to standards of professional conduct.

• I have been informed that I may request an electronic or paper copy of this consent form 

and the Notice of Privacy Practices.

Acknowledgment and Signatures

I have read and understood this HIPAA Consent and Authorization Form. I acknowledge that I 

have had an opportunity to ask questions and that all my questions have been answered 

satisfactorily.

Patient Signature: __________________________

 Date: __________________________

Provider Signature: __________________________

 Date: __________________________

 


