Medical Patient Confidentiality Consent Form

This Medical patient confidentiality consent form sanmple ensures that patients understand their privacy rights and agree to share personal
health information only with authorized parties. It emphasizes the importance of protecting sensitive medical data in compliance with legal and
ethical standards. Using this form fosters trust and transparency between healthcare providers and patients.

Patient Information

Full Name:

| |

Date of Birth:

| |

Address:

| |

Phone Number:

| |

Consent Statement

I, the undersigned, acknowledge that I have been informed of my rights to privacy and confidentiality under applicable laws and regulations (such
as HIPAA). I understand that my medical information will only be shared with authorized healthcare providers for the purpose of my treatment,
billing, or healthcare operations. I consent to the release of my medical information as described and understand that I can withdraw my consent in
writing at any time.

Authorization

List authorized individuals or organizations (if any) to whom your medical information may be released:

Patient's Signature

Signature:

| |

Date:

| |

Submit

This form is for sample purposes only and may require modification to comply with your local laws and healthcare policies.
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