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    2554 West Palmetto Street  

Florence, SC 29501 
(843) 662-2110 

 
 

Consent to use PHI 

Acknowledgement for Consent to Use and Disclosure of Protected Health Information 

 

Use and Disclosure of your Protected Health Information 

Your Protected Health Information will be used by Ferrigno Healthcare or may be 

disclosed to others for the purposes of treatment, obtaining payment, or supporting the 

day-to-day health care operations of this office. 

 

Notice of Privacy Practices 

You should review the Notice of Privacy Practices for a more complete description of 

how your Protected Health Information may be used or disclosed.  It describes your 

rights as they concern the limited use of health information, including your demographic 

information, collected from you and created or received by this office.  I have received a 

copy of the Notice of Patient Privacy Policy. ______Patient Initials 

 

Requesting a Restriction on the Use or Disclosure of Your Information 

 You may request a restriction on the use or disclosure of your Protected Health 

Information. 

 This office may or may not agree to restrict the use or disclosure of your 

Protected Health Information. 

 If we agree to your request, the restriction will be binding with this office.  Use or 

disclosure of protected information in violation of an agreed upon restriction will 

be a violation of the federal privacy standards. 

Notice of Treatment in Open or Common Areas 

Describe and Notify private areas available upon request 

 

Revocation of Consent 

You may revoke this consent to the use and disclosure of your Protected Health 

Information.  You must revoke this consent in writing.  Any use or disclosure that has 

already occurred prior to the date on which your revocation of consent is received will 

not be affected. 

 

By my signature below I give my permission to use and disclose my health information. 

 
     
Patient or Legally Authorized Individual Signature  Date 

 
 

 
Print Patient’s Full Name  Time 

  
 

Witness Signature    Date 
 



Ferrigno Healthcare 

2554 West Palmetto St. 

Florence, SC 29501 

(843) 662-2110 

Fax (855) 650-3714 

 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

 

To All Physicians, Hospitals and Other Health Care Providers Who Have Provided 

Care, Treatment or Services and/or Insurance Companies Who Have Provided 

Benefits to the following patient: 

 

I hereby authorize Ferrigno Healthcare, and persons acting on its behalf, to receive 

information, and examine and receive copies of all records of every sort and kind, 

regarding the medical status of the patient named below.  Such information and records 

are required in order to evaluate the condition of the patient.  A photocopy of this 

authorization is to be considered as effective and valid as the original.   

 

 

I understand that the medical information and records disclosed pursuant to this 

authorization may be redisclosed by the receiving entity for any lawful purpose, and 

thereafter, may no longer be protected by federal law privacy rules.  I understand this 

authorization is voluntary and that I may revoke it at any time by submitting my 

revocation in writing to the entity providing the information.  However, I understand that 

any such revocation will not have any effect on any actions the providing entity took 

prior to receiving the revocation.  If not earlier revoked, this authorization shall terminate 

upon settlement of all claims relating to the accident referred to above.  Upon my request, 

I may see and copy the medical information described on this form. 

 

 

 

 

Patient:____________________________________   Date of Birth:_______________ 

 

 

Signature:__________________________________   Date_______________ 


