FRANCES L. GLICKSMAN, M.D.
Center For Cardiovascular Longevity
4302 Alton Road Suite 105
Miami Beach, Florida 33140
305-674-1887

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: [atient Giving Consent

Name

&

Addresy

Telephons Social Security

SECTION B: To the Patient - Please read the following statenients exrefully

Purpose of Consent, By signing this form, you will consent to our use and disciosurs of your protected health
information to carry out treafroent, payment activities and heglthoares operations.

Notice of Privacy Practices. You have the right to read our Notice of Privacy Practices before you decide whether
15 sign this Consent. Our Notice provides a description of our treatment, payment activities and healthcare
aperstions, of the uses and disclosures we may make of your protected health information, and of other important
matiers sbout your protected health information. A copy of our Notice accompanies this Consent. We encourage
you to read it carefully and completely before signing this Congent. :

We reserve the right to change our privacy practices us described in our Notice of Privécy Practces. If we change

our privacy practices, we will issuea revised Notice of Privacy Practices, which will contsin the changes. Those
changes may spply to any of our protected health information that we nsintein.

You may obiain & copy of our Notice of Privacy Pragtices, including say misions of our Notice, at any tihe by
soamtting:

Contwet Person: __Frances L. Glicksmal..M.l.
Address: 4302 Alton Road, Suite 1065, Miami Reach, Florida 33140

Teweptoos: 13053 §T4-1887 (305) 674~1890

- Pax:

Right to Revoke. You will have the right to revoke this Consent at any tirme by giving us written notice sl your
revoration submitted to the Contact Person listed above. Please understand that revocstion of this Consent will not
«fTect sny sction we took in reliance on this Consent before we received your revocation, and that we may decline
to freal You of o continue treating you if you revoke this Consent,

have had full opportunity to read and consider the conients
Rgonsent form and your Notice of Privacy Practices. 1 understand that, by signing this Consent form, fam

y consent to your usc and disclosure of my protected health jnformation to carry out treatment, payment

. Date:




