










 

New Patient Packet 

 

MEDICAL INFORMATION RELEASE FORM 

This form is to allow Comprehensive Urology Medical Group, its physicians, and its staff to release the 
stated medical information to designated family and/or friends. 

I, ________________________, hereby authorize Comprehensive Urology Group to provide information 
about my medical information to family or friends that I name in this document. Comprehensive Urology 
may release information relating to the items checked below. 

Please list the persons allowed to receive information and your relationship. 

1.  
2.  
3.  
4.  
5.  

 

Information to be released: 

 Appointment information 
 Lab results 
 General health inquiry 
 Surgery pre-op and post-op instructions 
 Request copies of medical records 
 Other _____________________ 

 
By checking the item(s) above, I acknowledge that I have authorized Comprehensive Urology Medical 
Group to release such information. I have read and reviewed the foregoing release and understand its 
contents. 
 
I acknowledge that Comprehensive Urology Medical Group is hereby released from any all claims, 
demands, or liabilities arising out of or in any way related to the disclosure of the information above.  
I also have the right to change or revoke this request at any time. 
 
 
 

Print Patient  Name  Date 
   
   
Patient  Signature   

 
 
 
 
 
 



 

New Patient Packet 

 
 

AUTHORIZATION TO PAY MEDICAL & SURGICAL BENEFITS 
DIRECTLY TO ATTENDING PHYSICIAN 

 
 

I hereby authorize ___________________________________ to make payments directly to 
                 (INSURANCE COMPANY) 

 
Kiarash Michel, M.D., Robert Sanford, M.D., Dino Deconcini, M.D., Evan Rosen, M.D. and/or 
Comprehensive Urology Medical Group for all surgical and medical expense benefits otherwise payable 
to me for this period of treatment. I understand that I am financially responsible for all charges not 
covered by my insurance benefits. 
 
I also authorize release of my records to the insurance company for purpose of billing. 
 
 

Print Patient  Name  Date 
   
   
Patient  Signature   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

New Patient Packet 

 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 
 
By signing this form, you acknowledge receipt of the Notice of Privacy Practices. 
 
Our Notice of Privacy Practices provides information about how we may use and disclose your protected 
health information. We encourage you to read it in full. 
 
Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of 
the revised notice. 
 

Notice of Privacy Practices. 
 
 
 

Print Patient  Name 
 
 
Patient  Signature 
 
 
Date 

 
 
 

For Office Use Only 
 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgment could not be obtained because: 

 
 Individual refused to sign. 
 Communication barriers prohibited obtaining the acknowledgement. 
 An emergency situation prevented us from obtaining acknowledgement. 
 Other (Please specify) ___________________________________________________ 

 

















COMPREHENSIVE UROLOGY MEDICAL GROUP 

Effective January 1, 2005 

THIS NOTICE DESCRIBES HOW MEDICAL 
INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED, AND HOW YOU CAN GET ACCESS TO 
THIS INFORMATION. Please review it carefully. Our 
practice uses health information about you for 
treatment, to obtain payment for treatment, for 
administrative purposes and to evaluate the quality 
of care that you receive. Your health information is 
contained in a medical record that is the physical 
property of our practice. 

HOW OUR PRACTICE MAY USE OR DISCLOSE YOUR 
HEALTH INFORMATION 

For Treatment. Our practice may use your health 
information to provide you with medical treatment 
or services. For example, information obtained by a 
health care provider, such as physicians, nurse, or 
other person providing health services to you, will 
record information in your record that is related to 
your treatment. This information is necessary for 
health care providers to determine what treatment 
you should receive. Health care providers will also 
record actions taken by them in the course of your 
treatment and not how you respond to these 
actions. 

For Payment. Our practice may use and disclose your 
health information to others for purposes of 
receiving payment for treatment and services that 
you receive. For example, a bill may be sent to you 
or a third-party payor, such as an insurance company 
or health plan. The information on the bill may 
contain information that identifies you, your 
diagnosis, and treatment or supplies used in the 
course of treatment. 

For Health Care Operations. Our practice may use 
and disclose health information about you for 
operational purposes. For example, your health 
information may be disclosed to member of the 
medical staff, risk or quality improvement personnel, 
and others in order to: 

evaluate the performance of our staff; 

assess the quality of care and outcomes in your case 
and similar cases; 

learn how to improve our facilities and services; and 

determine how to continually improve the quality 
and effectiveness of the health care we provide 

Appointments. Our practice may use your 
information to provide appointment reminders or 
information about treatment alternatives or other 
health-related benefits and services that may be of 
interest to you. 

Required by Law. Our practice may use and disclose 
information about as required by law. For example, 
our practice may disclose information for the 
following purposes: 

for judicial and administrative proceedings pursuant 
to legal authority; 

to report information related to victims of abuse, 
neglect or domestic violence; and 

to assist law enforcement officials in their law 
enforcement duties. 

Public Health. Your health information may be used 
or disclosed for public health activities such as 
assisting public health authorities or other legal 
authorities to prevent or control disease, injury, or 
disability, or for other health oversight activities. 

Decedents. Health information may be used to 
funeral directors or coroners to enable them to carry 
out their lawful duties. 

Organ/Tissue Donations. Your health information 
may be used or disclosed for cadaveric organ, eye or 
tissue donation purposes. 

Research. Our practice may use your health 
information for research purposes when an 
institutional review board or privacy board that has 
reviewed the research proposal and established 
protocols to ensure the privacy of your health 
information has approved the research. 

Health and Safety. Your health information may be 
disclosed to avert a serious threat to health or safety 
of you or any other person pursuant to applicable 
law. 

Government Functions. Your health information may 
be disclosed for specialized government functions 
such as protection of public officials or reporting to 
various branches of the armed services. 

. Your health information 
may be used or disclosed in order to comply with 



Compensation. 

Other Uses. Other uses and disclosures will be made 
only with your written authorization, and you may 
revoke the authorization except to the extent of our 
practice has taken action in reliance on such. 

YOUR HEALTH INFORMATION RIGHTS 

You have the right to: 

request a restriction on certain uses and disclosures 
of your information as provided by 45 C.F.R. 
164.522; however, our practice is not required to 
agree to a requested restriction; 

obtain a paper copy of the notice of information 
practices upon request; 

inspect and obtain a copy of your health record as 
provided for in 45 C.F.R.164.524; 

request that your health record be amended as 
provided in 45 C.F.R. 164.526; 

request communications of your health information 
by alternative means or at alternative locations; and 

receive an accounting of disclosures made of your 
health information as provided by 45 C.F.R. 164.528. 

COMPLAINTS 

You may complain to our Privacy Officer and/or to 
the Department of Health and Human Services if you 
believe your privacy right have been violated. You 
will not be retaliated against for filing a complaint. 

OBLIGATIONS OF OUR PRACTICE 

Our practice is required by law to: 

maintain the privacy of protected health 
information; 

provide you with this notice of its legal duties and 
privacy practices with respect to your health 
information; 

abide by the terms of this notice; 

notify you if we are unable to agree to a requested 
restriction on how your information is used or 
disclosed; and 

accommodate reasonable requests you may make to 
communicate health information by alternative 
means or at alternative locations. 

notify you if a breach in the security of your 
Protected Health Information (PHI) occurs 

Our practice reserves the right to change its 
information practices and to make the new 
provisions effective for all protected health 
information it maintains. Revised notices will be 
made available to you by in-office handouts or via 
our website. 

CONTACT INFORMATION 

If you have any questions of complaints, please 
contact: 

Privacy Officer: 
Lina Barricello 

 

 


