VINCENT C. HUNG, M.D., F.A.C.S., INC.
ANDREW BREITHAUPT, MD., F.A.A.D.

452 NORTH ALTADENA DRIVE, SUITE 200




351 HOSPITAL RD, SUITE 418
PASADENA, CALIFORNIA 91107





NEWPORT BEACH, CA 92663

Ph: (626) 432-5032   Fax: (626) 432-5030 
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Patient Consent for Use and Disclosure of Protected Health Information

The purpose of this form is to comply with the Federal Government mandate to protect patient privacy.

With my consent, Vincent C. Hung, M.D., Inc. and Dr. Andrew Breithaupt may use and disclose protected health information (PHI) about me to carry out treatment, payment and healthcare operations (TPO). Please refer to Vincent C. Hung, M.D.’s/Dr Andrew Breithaupt Notice of Privacy Practices for a more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. Vincent C. Hung, M.D., Inc./Dr Andrew Breithaupt reserve the right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request to Vincent C. Hung, M.D., Inc./ Dr Andrew Breithaupt Group Privacy Officer at 452 N. Altadena Dr., Suite 200, Pasadena, CA 91107 or 1501 Superior Ave., Suite 208, Newport Beach, CA 92663

With my consent, Vincent C. Hung, M.D., Inc. / Dr Andrew Breithaupt may mail to my home or other designated locations any items that assist the practice in carrying out TPO, such as appointment reminder cards and correspondence.

General office policy is that no information may be left with anyone but the patient.  Many patients may find multiple methods of communication acceptable, even though total confidentiality cannot be guaranteed.  Below is a list of communication options.  Please place a check mark next to the methods that are acceptable means of communicating information regarding your health.  Please understand that a check mark grants us your permission to communicate any and all information to you in this manner.

Home answering machine


               Acceptable ☐ 

Office Voicemail



               Acceptable ☐  

Cell Phone/Voicemail                                                                Acceptable ☐
Message with Spouse/Designated Family Member           Acceptable   ☐   
    
Emergency Contact Name: ___________________________________ Emergency Contact Phone ___________________________
ACKNOWLEDGMENT FORM
Notice of Privacy Practices I hereby acknowledge that I have been offered access to the "Notice of Privacy Practices" which describes how medical information about me may be used and disclosed, and how I can get access to this information.                              Initials ___________
Financial Policy I hereby acknowledge that I have read and understand Vincent C. Hung, M.D., Inc./Dr Andrew Breithaupt financial policy and I agree to be bound by its terms.  I also understand and agree that such terms may be amended by the practice from time to time.                  











 
   Initials ___________
ePrescribing ePrescribing allows your doctor to send your prescription electronically to your pharmacy.  This means you will no longer need to provide a paper prescription to your pharmacy.  The United States Congress approved this in the Medicare Modernization Act of 2003.  By signing below, you are giving Vincent C. Hung, M.D., Inc. approval to send your prescriptions electronically.  This allows Vincent C. Hung, M.D., Inc./Dr Andrew Breithaupt to request and use your past medication history from other doctors, hospitals, and health plans for treatment purposes.  You also understand and agree that your medication history, prescribed by Vincent C. Hung, M.D., Inc./Dr Andrew Breithaupt may be used by any one of your other treating providers.  I hereby give Vincent C. Hung, M.D., Inc./Dr Andrew Breithaupt consent to send my prescriptions electronically.  I have had the opportunity to ask questions and all of my questions have been answered to my satisfaction.

Initial here _________
Pharmacy Name: ____________________________________________________________
Pharmacy Address: __________________________________________________________

Pharmacy Phone: ___________________________________________________________
Signed_________________________________________ Date____________________
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