PHASE II SEXUAL MEDICINE & MENOPAUSE CENTER
PATRICIA BEARNSON, M.D.P.C.
1434 EAST 4500 SOUTH, SUITE 102, SALT LAKE CITY, UT 84117
PHONE: (801)272-6100 FAX: (801)272-6101

HIPAA
PATIENT AUTHORIZATION FORM

Our Notice of Privacy Practices provides information about how we may use and disclose
protected health information about you. The Notice contains a Patient Rights section
describing your rights under the law. You have the right to review our Notice before signing
this Authorization you may also request a copy of our Notice of Privacy Practices from our
Office Manager.

By signing this form, you consent to our use and disclosure of protected health information
about you for treatment, payment and health care operations. You have the right to revoke
this Authorization in writing, signed by you. However, such a revocation shall not affect any
disclosures we have already made in reliance to your prior Authorization. The Practice
provides this form to comply with the Health Insurance Portability and Accountability Act of
1996 (HIPAA).

The patient understands that:

e Protected health information may be disclosed or used for treatment, payment or
health care operations.

e The Practice has a Notice of Privacy Practices and the patient has the opportunity to
review this Notice.

e The Practice reserves the right to change the Notice of Privacy Practices.

e The patient has the right to restrict the uses of their information but the Practice des
not have to agree to those restrictions.

e The patient may revoke this Authorization in writing at any time. My revocation must
be in writing and submitted to the Office Manager. If I do revoke this authorization,
however, my revocation will not affect any prior actions taken by Phase II Sexual
Medicine & Menopause Center in reliance on my authorization.

e If I have any questions about this authorization, I may contact the Office Manager at
(801)272-6100 who will provide me with more information about this authorization or
about Phase II Sexual Medicine & Menopause Center privacy practices.

Signed By:
Printed Name - Patient or Representative

Signature Date

Relationship to Patient (if other than Patient)
Revised March, 2005



