
Authorization to Release Information to Family Members

Many of our patients allow family members such as their spouse, parents or others to call and request the results of tests and procedures. Under the requirements of HIPAA, we are not allowed to give this information to anyone without the patient’s written consent. If you wish to have your test results released to family members you must sign this form. Signing this form will only give consent to release laboratory and radiology results to the family members indicated below. This consent form will not allow Blount Orthopaedic Clinic Ltd. to release any other information to these family members. 


You have the right to revoke this consent, in writing, except where we have already made disclosures on your prior consent. 

I authorize Blount Orthopaedic Clinic Ltd. to release my laboratory/ radiology results and reports to the following individuals.

_______________________ Relationship to Patient: ____________________ Phone #:______________
         (if different than Patient’s)
 _______________________Relationship to Patient: ____________________ Phone #:______________ 
         (if different than Patient’s)
Patient’s Name: ____________________________________________ 

Patient’s Signature_________________________________________________ Date: ____________________

……………………………………………………………………………………………………………………...
Authorization to Leave Messages with Household Members/ Answering Machine

From time to time it may be necessary for an employee of Blount Orthopaedic Clinic Ltd. to leave messages for patients regarding their care. At no time will a representative of Blount Orthopaedic Clinic Ltd. discuss your medical circumstances or condition without your consent. The purpose of this consent is to leave a message with a member of your household or on your answering machine. 

You have the right to revoke this consent, in writing, except where we have already made disclosures on your prior consent.

Patient’s Name: ____________________________________________ 

Patient’s Signature_________________________________________________ Date: ____________________

……………………………………………………………………………………………………………………...
Ownership Disclosure at Time of First Patient Office Registration on or after 6-8-09
Please be advised that Drs. Smith, Ziegler, Swenson, and Kurtin of this office have an ownership interest in the Orthopaedic Hospital of Wisconsin.  In the course of your diagnosis and/or treatment at our office, you may be referred for services at the Orthopaedic Hospital of Wisconsin.  If you prefer that the services for which you are referred be provided at a different facility, please notify one of our staff members at, or as soon as possible after, the time of such referral so that alternative arrangements can be made.

I acknowledge that I have read and received the ownership disclosure form.

Patient’s Name: ____________________________________________ 

Patient’s Signature_________________________________________________ Date: ____________________

