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Victor Mendiola, M.D.
Family Practice

Crimmunication with family and others involved in your care Form

PATIENT IDENTIFICATION

Name.

Date of Birth

S.S.#

Medicalrecord #

Please list any family members or others who may be involved in coordinating your care or payment for care. Also,
indicate what kinds of information may be shared with each individual.

NAME: RELATIONSHIP TO PATIENT:

TYPE OF INFORMATION

Scheduling/ Medical Billing/
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Appointment

!
lnsurance
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Specific lnstructions or Limitations:

Validationcode;Pleaseprovidethiscodetoanyindividualwhomaybe
involved in coordinating your care or payment for care. They will be asked for this code before information will be

released over the phone.

We will continue to rely on the information on this form when communicating with family members or others
involved in your care unless you request changes. Please promptly notify your physician's office if you wish
to altEr the designations above.

$ignature of PatienU
Legal Representative: Date:

Relationship to Patient;

To revoke this authorization, please send a written request with a copy of this form to the address betow:

Victor Mendiola, M.D. 7333 North Freeway, ste 250, Houston, Texas 77076



VICTOR MENDIOLA M.D.
FAMILY PRACTICE OFFICE

7333I{ORTH FREEWAY
ST]ITE 250

HOUSTON, TEXAS 77076

USE AND DISCLOS(TRE OF PROTECTED HEALTH INFORMATION
FOR TfuEATMENT, PAYME!{T, OR HEALTH OPERATIONS.

Patient Name

I consent to the use or disclosure of my individually identifiable health information as

described below.

.f. I understand that my individually identifiable health information may be used and

disclosed to carry out treatment, pa1'rnent, or health care operations.
* I understand that the Notice of Privacy Policies provides a more complete

description of the types of uses and disclosures and that I have the right to review
the notice before signing this consent.

* I understand that the terms of the notice may change.
* I understand that I may request that the covered entity restrict how may

individually identifiable health information is used or disclosed to carry out
treatment, payment, or health care operations. The covered entity is not required
to agree to requested restrictions, but ifthe covered entity agrees to a requested
restriction, the restriction is binding on the covered entity.

* I understand that I may revoke the consent at any time by notifying the covered
entity in writing, except to the extent the covered entity has taken action in the
reliance on the consent.

Signature of patient
Or patient's representative

Printed name of Patient
Or patient' s representative

Date

Date

Relationship to patient-


