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HIPAA Disclosure
 
Frisco Allergy and Asthma Center (FAAC) complies with the Health Insurance Portability and 
Accountability Act (HIPAA).  This regulation ensures your rights to its privacy of the medical record 
generated by FAAC.  At any time, you may request a copy of the Notice of Privacy Policies established 
by FAAC for your full review. 
 
By signing this form, you consent FAAC to use and disclose your protected health information for your 
treatment, payment for services provided, and for health care operations. 
 
Please initial for the following declarations in order for your protected health information to be applied 
according to your wishes: 
 

1. I consent for FAAC to correspond with other health care providers who assist in my medical care 
for the purpose of coordinating medical diagnoses and treatment plans.  ____Initials 

 
2. I consent for FAAC to contact me by the phone numbers that I have provided in order to: 

 
• Communicate regarding appointment times and schedules.  ____Initials 
• Communicate or leave messages regarding status of lab results.  ____Initials 

 
3. I consent for FAAC to contact me by the email address that I have provided in order to: 
 

• Communicate regarding appointment times and schedules.  ____Initials 
• Communicate or leave messages regarding status of lab results.  ____Initials 

 
4. I consent for FAAC to submit claims to my insurance company on my behalf and to provide the 

company with requested health and/or personal information in order to process the claims 
reasonably.  ____Initials 

 
 
 
 
 
 
 
 
 
 
 

Patient/Parent Signature: _________________________________      Date: _________________ 
 


