Authorization to Use or Disclose Protected Health Information
Medical Thermographic Imaging

Patient Name:

Address:
Date of Birth: Date of Request:

As required by the Privacy Regulatione, Medical Thernmographic Imaging may not use
or disclose your protected health information except as provided in our Notice of
Privacy Practices without your authorization.

1 hereby authorize this office and any of its employees to use or disclose my Patient Health Information to the
following person(s), entity(s), or business associates of this office:

EMI, Electronic Medical Interpretations
Patient Health Information authorized to be disclosed: Thermal Images and related health history

For the Speciic purpose of (descnbe in getai)
Intesrpretation of said images

Effective dates for this authorization: / / through / /

This authorization will expire at the end of the above period.

1 understand that the information disclosed above may be re-disclosed to additional parties and no longer
protected for reasons beyond our control. -

1 understand | have the right to:

1. Revoke this authorization by sending written notice to this office and that revocation will not affect this office’s
previous refiance on the uses or disclosure pursuant to this authorization.

2. Knowledge of any remuneration involved due to any marketing activity as allowed by this authorization, and as a
result of this authorization.

Inspect a copy of Patient Health Inforation being used or disclosed under federal faw.

Refuse to sign this authorization.

Receive a copy of this authorization.

6. Restrict what is disclosed with this authotization.

I also understand that if | do not sign this document, it will not condition my treatment, payment, erwoliment in a

health plan, or eligibility for benefits whether or not | provide authorization to use or disclose protected patient
health information.

o h o

Signature or Patient or Patient's Authorized Representalive Date

Authorized Signature of Facility Date
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Patient Information Sheet.

Phone (H) .ot (W) et ecncnsnene s .

OCCUPALION ..oveireecercreeeeeneae e sesnsee e senassseses .

Previous Ilinesses.

Previous Surgery.

Current Health Problems.
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Do you want a copy of the thermogram report forwarded to your doctor ?
Yes............ No ...........

This information is confidential.
All information is correct to my Knowledge.

SIGNEA ..ot e e e arre e . DAt o erennae .
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Full Body Study Questionnaire

All information given in the questionnaire will remain strictly confidential and will only be
released to the reporting thermologist and any other practitioner that you specify.

Name: : Birthdate
Addréss:
City Zip

Phone: Your Doctor:

Please Show areas of :

Main Pain *
Secondary Pain O
Numbness I
Pins and needles i

Skin lesions / scaring

Do you know what triggered the pain ?
Does anything relieve it ?

Does anything aggravate it ?

Has it changed since it beg,an ?

Have you had any treatment ?

History: Injuries / Fractures / Surgery

PATIENT DISCLOSURE :
| understand that the Report generated from my images is intended for use by trained health care providers to assist
in evaluation, diagnosis and treatment. | further understand that the Report is not intended to be used by individuals for self-
evaluation or seif-diagnosis.
I understand that the Report will not tell me whether | have any iliness, disease, or other condition but will be an
analysis of the Images with respect only to the thermographic findings of the areas discussed in the Report.
By signing below, | certify that | have read and understand the statements above and consent to the examination.

SIgnatire ...
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