


7. Permission to Discuss Protected Health Information with T hird Persons

| agree that the Provider may discuss my PHI with any person that accompanies me to a visit or
procedure or is present with me when the Provider is present. The Provider may rightly assume that
if another person is with me, | have no objection to disclosure of my PHI to that person. | also agree
the Provider may discuss my PHI with any person that identifies him or herself as active in my
mental, physical, emotional, or spiritual care, including but not limited to family, friends, clergy, and
patient advocates. | also agree that the Provider, his/her practice group, and their agents may disclose
my PHI to employers who arrange and pay, directly or indirectly, for my medical treatment.

8. Permission to Discuss Protected Health | nformation R egarding Minors

| agree that the Provider, his/her practice group, and their agents may discuss my child’'s PHI with the
person accompanying the child. | agree that the Provider may discuss PHI with both natural parents
and stepparents. | acknowledge that state law may grant my child certain privacy rights regarding the
child’s PHI, and that | have no right to receive this information.

9. Permission to Discuss Protected Health |nformation with Public A gencies

| agree the Provider, his/her practice group, and their agents may, upon request by the following
entities, disclose my PHI to public health agencies, law enforcement, and the FDA.

10. A cknowledgement of R eceipt of Notice of Privacy Practices

| acknowledge that | have received from this Provider a copy of a separate document, entitled,
“Notice of Privacy Practices” which sets forth this provider’s privacy practices and my rights
regarding privacy of my PHI. The terms of the “Notice of Privacy Practices” may change. If the
Provider changes its “Notice of Privacy Policies”, | understand | may obtain a revised copy by
contacting the Provider’s office. A copy of this “Notice of Privacy Practices” is located in the
waiting room and is available to me at any time. | understand that | have the right to review the
“Notice of Privacy Practices” prior to signing this consent.

11. Right to Restrict Protected Health Information; Right to R evoke Consent

| understand that | have the right to request that the Provider restrict how my PHI is used or disclosed
for treatment, payment or health care operations, and that the Provider is not required to agree to this
restriction. If the Provider does agree to the restriction, however, the Provider is bound by such
agreement. | also understand that | have the right to revoke this consent, in writing, except where the
Provider has already made disclosures in reliance on my prior consent.

Patient Signature or Personal R epresentative Date

Relationship, if Personal R epresentative

Name of Entity: RICHARD HUGHES, MD ENT PC

Rev 4/1/03 Page 2 of 2



