
 Kids Kare Pediatrics & Pediatric Cardiology 
 
 

PATIENT CONSENT FOR USE AND DISCLOSURE 

OF PROTECTED HEALTH INFORMATION (PHI) 
 

I HEREBY GIVE MY CONSENT FOR KIDS KARE PEDIATRICS TO USE AND DISCLOSE PROTECTED 

HEALTH INFORMATION (PHI) ABOUT ME OR MY CHILD TO CARRY OUT TREATMENT, PAYMENT, AND 

HEALTH CARE OPERATIONS (TPO).  PLEASE REFER TO KIDS KARE’S NOTICE OF PRIVACY 

PRACTICES FOR A MORE COMPLETE DESCRIPTION OF SUCH USES AND DISCLOSURE.  

 

I HAVE THE RIGHT TO REVIEW THE NOTICE OF PRIVACY PRACTICES PRIOR TO SIGNING THIS 

CONSENT.  KIDS KARE RESERVES THE RIGHT TO REVISE ITS NOTICE OF PRIVACY PRACTICES AT 

ANY TIME.  A REVISED NOTICE OF PRIVACY PRACTICES MAY BE OBTAINED BY FORWARDING A 

WRITTEN REQUEST TO KIDS KARE PRIVACY OFFICER AT 758 SOUTH WILLOW AVENUE, 

COOKEVILLE TN 38501.  

 

WITH MY CONSENT, KIDS KARE MAY CALL MY HOME OR OTHER DESIGNATED LOCATION AND 

LEAVE A MESSAGE ON VOICEMAIL OR IN PERSON IN REFERENCE TO ANY ITEMS THAT ASSIST THE 

PRACTICE IN CARRYING OUR TPO, SUCH AS APPOINTMENT REMINDERS, INSURANCE ITEMS AND ANY 

CALL PERTAINING TO MY OR MY CHILD’S CLINICAL CARE, INCLUDING LABORATORY TEST RESULTS, 

AMONG OTHERS. 

 

WITH MY CONSENT, KIDS KARE MAY MAIL OR EMAIL TO MY HOME OR OTHER DESIGNATED 

LOCATIONS ANY ITEM THAT ASSISTS THE PRACTICE IN CARRYING OUT TPO, SUCH AS APPOINTMENT 

REMINDER CARDS AND PATIENT STATEMENTS.  I HAVE THE RIGHT TO REQUEST THAT KIDS KARE 

RESTRICT HOW IT USES OR DISCLOSES MY PHI TO CARRY OUT TPO. 

 

BY SIGNING THIS FORM, I AM CONSENTING TO KIDS KARE’S USE AND DISCLOSURE OF MY PHI TO 

CARRY OUT TPO. 

 

I MAY REVOKE MY CONSENT IN WRITING EXCEPT TO THE EXTENT THAT THE PRACTICE HAS 

ALREADY MADE DISCLOSURES IN RELIANCE UPON MY PRIOR CONSENT.  IF I DO NOT SIGN THIS 

DOCUMENT, KIDS KARE MAY DECLINE TO PROVIDE TREATMENT TO ME OR MY CHILD.   
 

 

__________________________________________________     _________________________ 
SIGNATURE OF PATIENT OR LEGAL GUARDIAN                                                                     TODAY’S DATE 

 

 

__________________________________________________    __________________________ 
PRINT PATIENT’S NAME                                  DATE OF BIRTH 

 

 

__________________________________________________    __________________________ 
PRINTED NAME OF LEGAL GUARDIAN                                                                                                RELATIONSHIP TO PATIENT 

 

 

 
PATIENT/GUARDIAN MUST BE PROVIDED WITH A SIGNED COPY OF THIS AUTHORIZATION FORM. 


	Patient Consent for Use and Disclosure
	of Protected Health Information (PHI)
	I hereby give my consent for KIDS KARE PEDIATRICS to use and disclose protected health information (PHI) about me or my child to carry out treatment, payment, and health care operations (TPO).  Please refer to KIDS KARE’s Notice of Privacy Practices f...
	I have the right to review the Notice of Privacy Practices prior to signing this consent.  KIDS KARE reserves the right to revise its Notice of Privacy Practices at any time.  A revised Notice of Privacy Practices may be obtained by forwarding a writt...
	With my consent, KIDS KARE may call my home or other designated location and leave a message on voicemail or in person in reference to any items that assist the practice in carrying our TPO, such as appointment reminders, insurance items and any call ...
	With my consent, KIDS KARE may mail or email to my home or other designated locations any item that assists the practice in carrying out TPO, such as appointment reminder cards and patient statements.  I have the right to request that KIDS KARE restri...
	By signing this form, I am consenting to KIDS KARE’s use and disclosure of my PHI to carry out TPO.
	I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this document, KIDS KARE may decline to provide treatment to me or my child.
	__________________________________________________     _________________________
	Signature of Patient or Legal Guardian                                                                     Today’s Date
	__________________________________________________    __________________________
	Print Patient’s Name                                  Date of Birth
	__________________________________________________    __________________________ (1)
	Printed Name of Legal Guardian                                                                                                Relationship to Patient
	Patient/Guardian must be provided with a signed copy of this authorization form.

