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DRUG NAME: DOSAGE/
STRENGTH:

REGIMEN/
FREQUENCY:

PRESCRIBING
DOCTOR:

PRESCRIBED
FOR:

Pharmacy:

Phone number:

Patient Namae:

Signature:

Patient DOB:

Date:

Five County Foot Care ¢ 706-354-1540 ¢ 706-354-8632 (fax)
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DRUG NAME: DOSAGE/ REGIMEN/ PRESCRIBING | PRESCRIBED FOR:
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Patient Name:

Signature:

Patient DOB:

Date:
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Patient Disclosure Form

Five Gounty Foot Care % Dr. Frank J. DiPalma

In generst. ie-HIPPS Pavacy Rule gives individuals the right fo request a restriction on uses and
disclesurss ofifeir pretectad health information. You are also provided the right to request confidential
communicatiorwror that a communicatior: of protected health information be made by alternative means,
stich.asisending correspendance ta the individual's office instead of the individual's home.

§wisf i tie contacied in the following manner (please check alf that apply):

Mobiie {Cell} T&lenhane

'Hame Telephone

Work Telephone

O OK tu leave messege with
detailed infarmatior

'3 OK to leave message with
' defailed information

0 OK to leave message with
detailed information

O Leave message with. calh

(- Eeave message with call

3 Leave message with call

back numbersniy _back number only back number only
Patient Noeme [Print) Date
Patient Sigralize: Date

We at Five Cauniy Foot Care value and do everything in our power to protect your privacy.
Your medical iformation will not e given to any individual (including spouses, parents, children
or any sigmiicantolier) eiifiout yourwritten consent. If you want anyone other than your
referring physiiian to haws access to. yaur medical information, please list their name, address,
relation and phone number helow.

Name

: Address

Phone Number

Relation

Five. Gounty Faol-Care § 706-354-1540 ¢ 706-354-863¢ (fax)




Five County Foot Care ¢ 706-354-1540 ¢ 706-354-8639 (fax)



