
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Nirmal S. Jayaseelan, M.D., P.A.

General and Laparoscopic Surgery

Diplomat American Board of Surgery        Fellow American College of Surgeons       

7777 Forest Lane, Suite C-670

Dallas, TX  75230

Telephone 972-566-2263

Fax 972-566-2952
I hereby authorize the use or disclosure of information from the medical record of:

Patient Name  _________________________

Date of Birth  __________________  
Social Security #  __________________ (optional)

I authorize the following individual or organization to disclose the above named individual’s health information:

Dr. ______________________________  
Address:  __________________________________

For the purpose of:  _____________________________________________________________
Please release the following:

_____  Entire Record

   Or:
___  Problem List



___  X-Ray/Imaging Reports

___  Progress Notes


___  X-Ray Films

___  History/Physical Exam

___  Laboratory Results

___  Medication List


___  EKG Reports


___  Weight Loss Program Records

___  Cardiac Testing Information


___  List of Allergies


___  Other Diagnostic Reports 

___  Other (Specify)  ________________

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  I may also include information about behavioral or mental health services, and treatment for alcohol and drug abuse.

___  Yes, I consent to the release of this information.    ___  No, I do not consent.

I understand that the information released is for the specific purpose stated above.  Any other use of this information without the written consent of the patient is prohibited.

I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present my written revocation to the individual or organization releasing information.  I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless otherwise revoked, this authorization expires upon completion of this request or upon the following date:  ______________________.

I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I need not sign this form in order to ensure treatment.  I understand that I may inspect or copy the information to be used or disclosed, as provided in CFR 164.524.  I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.  If I have questions about disclosure of my health information, I can contact Ricardo Carrera, Office and Privacy Officer.
__________________________________

________________

Signature of Patient or Legal Representative


Date
_____________________________________

________________________

Relationship to Patient (if Legal Representative)

Witness
ACKKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

Nirmal S. Jayaseelan, M.D., P.A.
General and Laparoscopic Surgery

Diplomat American Board of Surgery        Fellow American College of Surgeons       

7777 Forest Lane, Suite C-670

Dallas, TX  75230

Telephone 972-566-2263

Fax 972-566-2952
I hereby acknowledge that I have been presented with a copy of Nirmal S. Jayaseelan, M.D. Notice of Privacy Practices.

Patient Signature  ______________________________

Relationship:  (Circle)  Self     Parent     Guardian

Date:    _________2011
______________________________________________________________________________

In order to protect your privacy, we ask that you complete the following section, which will enable us to better serve you in the future.  Please write your initials beside each statement.  We also ask that you enter the name of each person you would like to have access to your account (this includes your spouse).  Also, please sign and date the bottom of this form.  You may update this information at any time.  Thank you for your cooperation.
____  I authorize the office of Nirmal S. Jayaseelan, M.D. to leave information regarding my appointments and/or account information on my answering machine/voicemail/email address at home/work/cell.

____  I authorize the office of Nirmal S. Jayaseelan, M.D. to leave information regarding my labs and test results that are normal, on my answering machine/voicemail/email address.

I authorize the office of Nirmal S. Jayaseelan, M.D. to speak to the following people regarding my insurance coverage, financial account, appointments, lab and test results, and course of treatment:

Name  _______________  Relationship  ______________  Date of Birth  __________

Name  _______________  Relationship  ______________ Date of Birth  __________

Name  _______________  Relationship  ______________  Date of Birth  __________

Photo and Video Release: I agree to have my photo taken for Privacy Statement:  We may collect and use your personal health information you provide, including any pre-op and post-op photographs, for analytical purposes and to research, develop and improve programs, products and services. You agree that we may contact you, if necessary, for further feedback regarding your bariatric surgery experience. We will not share your personal health information with any unrelated third parties without your express permission. By submission of this information to us, you are voluntarily providing your personal health information.  

Signature  _______________          
Print Name  ____________________

Date  ___________________

Date of Birth  ___________________ 

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION
Nirmal S. Jayaseelan, M.D., P.A.

General and Laparoscopic Surgery

Diplomat American Board of Surgery        Fellow American College of Surgeons       

7777 Forest Lane, Suite C-670

Dallas, TX  75230

Telephone 972-566-2263

Fax 972-566-2952
COMPLETE ONLY IF INFORMATION IS TO BE RELEASED 
DIRECTLY TO PATIENT:

I understand that my medical record may contain reports, test results, and notes that only a physician can interpret.  I understand and have been advised that I should contact my physician regarding the entries made in my medical record to prevent my misunderstanding of the information contained in these entries.  I will not hold Dr. Nirmal Jayaseelan liable for any misinterpretation of the information in my medical record as a result of not consulting my physician for the correct interpretation.
Records being requested:  
	


_____________________________________

_______________________

Signature of Patient or Legal Representative


Date

_____________________________________

_______________________

Relationship to Patient (if Legal Representative)

Witness


AUTHORIZATION TO DISCLOSE MEDIA INFORMATION

Nirmal S. Jayaseelan, M.D., P.A.

General and Laparoscopic Surgery

Diplomat American Board of Surgery        Fellow American College of Surgeons       

7777 Forest Lane, Suite C-670

Dallas, TX  75230

Telephone 972-566-2263

Fax 972-566-2952
I hereby authorize the use or disclosure of information from the record of: 
NAME:__________________  DATE OF BIRTH:__________________

ADDRESS: 

CITY:
STATE:
           ZIP:

TELEPHONE/E-MAIL: __________________________________________________________

OCCUPATION:                                              DATE OF SURGERY: 

I authorize the following named individual or organization to disclose the specified information below:

Dr. Nirmal S. Jayaseelan , staff members, paid contractors, or businesses hired by the individual or organization.


For the purpose of:         marketing and advertising ____________________________________________

Please release the following:

_____ Entire Record
  Or:
___ Before photos
                          ___ Other (Specify)  __________________________________                                              

              ___ After photos



___ Testimonial (including Name, pre op weight, personal story, and post op weight)



___ Videos or footage





___ Email address


               ___I would like to be contacted by prospective patients with any surgery related questions or to discuss experiences with bariatric procedure.
Initial
___Yes, I consent to the release of this information.    ___  No, I do not consent.

I understand that the information released is for the specific purpose stated above.  Any other use of this information without the written consent of the patient is prohibited.
Initial

___I will not hold Nirmal S. Jayaseelan  M.D., any staff members, paid contractors or businesses hired by Nirmal S. Jayaseelan M.D. liable for any unauthorized reproduction or use of images and testimonies. Examples of use: Newsletters, Website, Facebook, Twitter, YouTube.
I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present my written revocation to the individual or organization releasing information.  I understand that the revocation will not apply when the law presents with the right to contest a claim. Unless otherwise revoked, this authorization does not expire upon completion of this request. 
I understand that authorizing the disclosure of this information is voluntary.  I can refuse to sign this authorization.  I need not sign this form in order to ensure treatment.  I understand that I may inspect or copy the information to be used or disclosed, as provided in CFR 164.524.  I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.  If I have questions about disclosure of information, I can contact the Office and Privacy Officer within the practice.
__________________________________

________________

Signature of Patient or Legal Representative

Date

_____________________________________
________________
Relationship to Patient (if Legal Representative)
Witness

FORMAT FOR PATIENT SUCCESS PROFILE
You can fax, mail, or email profiles to Liz Valdez: 972-566-2952 Liz@dallasbariatriccenter.com
Privacy Statement:  We will not share your personal health information with any unrelated third parties without your express permission. By submission of this information to us, you are voluntarily providing your personal information.  

· PRE OP WEIGHT & WEIGHT LOSS TOTAL

· PRE-OP COMORBIDITIES & CURRENT COMORBIDITIES
· WHAT WAS YOUR MOTIVATION TO PURSUE WEIGHT LOSS SURGERY?                                                                                                             
· WHICH PROCEDURE DID YOU CHOOSE? Sleeve Gastrectomy/THE LAP-BAND® SYSTEM/ Gastric Bypass or other 
· HOW HAS THE PROCEDURE CHANGED YOUR LIFE SINCE SURGERY? 

· WHAT IS SOMETHING YOU ALWAYS WANTED TO DO THAT YOUR WEIGHT LOSS HAS ENABLED? 
· OCCUPATION

· DATE OF SURGERY 

Please attach several pre and post-op photos, along with the story of your experience including the answers to the questions above. 

______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

You can email your story if you prefer. 
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