
Our notice of Privacy Practices provides information about how we may use and disclose protected health information about you. You 
have the right to review our notice before signing this consent. As provided in our notice, the terms of our notice may change. If we 
change our notice, you may obtain a revised copy by contacting the Privacy O!cer for Todd E. Samuelson M.D.

You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, payment, 
or health care operations. We are required to agree to this restriction, but if we do, we are bound by our agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment, and 
health care operations. Your information will be disclosed to your insurance company and physician for billing purposes and to 
required federal and state reporting agencies. You have the right to revoke this consent, in writing, except where we have already made 
disclosures in reliance on your consent.

In the event a family member or caregiver attends my o!ce visit and remains in the exam room at the time of my evaluation and/or 
treatment, I give Todd E. Samuelson M.D. and it

May we call you and/or leave a message on the numbers listed below?

Home Phone      May we leave a message?  Y  /  N
Work Phone      May we leave a message?  Y  /  N
Cell Phone      May we leave a message?  Y  /  N

May we mail healthcare related information to your home? Y  /  N

Any and all medical information can be released to the following:
1.     Relationship 
2.      Relationship
3.     Relationship

Authorization and Consent Form

Patient or Guardian Signature: Date:
Patient Name:  Guardian Name:


