
HEALTH INITIATION OF SERVICES 

PARTI CLIENT-PROVIDER RELATIONSHIP CONSENT 

Client Name: 

Name of Agency: Florida Department of Health - Santa Rosa 

Agency Address: 5527 Stewart Street, Milton FL 32570 

I consent to entering into a client-provider relationship. I authorize Department of Health staff and their representatives to render routine health care. 
I understand routine health care is confidential and voluntary and may involve medical visits including obtaining medical history, assessment, 
examination, administration of medication, laboratory tests and/or minor procedures. I may discontinue this relationship at any time. 

~By initialing this line, I acknowledge that I have been provided with a Telehealth Informed Consent Informational Sheet and that I consent to 
the provision of some services to be provided by means of telehealth. I may withdraw my consent at any time by discontinuing the use of telehealth 
services without affecting my right to future care or treatment. 

DISCLOSURE OF INFORMATION CONSENT (treatment, payment or healthcare operations purposes only) 
I consent to the use and disclosure of my health information; including medical, dental, HIV/AIDS, STD, TB, substance abuse prevention, 
psychiatric/psychological, and case management; for treatment, payment and health care operations. Additionally, I consent to my health information 
being shared in the Health Information Exchange (HIE), allowing access by participating doctors' offices, hospitals, care coordinators, labs, radiology 
centers, and other health care providers through secure, electronic means. If you choose not to share your information in the HIE, you may opt out by 
requesting and signing an HIE Opt-Out form . 

PARTIII MEDICARE PATIENT CERTIFICATION, AUTHORIZATION TO RELEASE, AND PAYMENT REQUEST (Only applies to Medicare Clients) 

As Client/Representative signed below, I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is 
correct. I authorize the above agency to release my health information to the Social Security Administration or its intermediaries/carriers for this or a 
related Medicare claim. I request that payment of authorized benefits be made on my behalf. I assign the benefits payable for physician's services to 
the above-named agency and authorize it to submit a claim to Medicare for payment. 

PART IV ASSIGNMENT OF BENEFITS (Only applies to Third Party Payers) 

As Client /Representative signed below, I assign to the above-named agency all benefits provided under any health care plan or medical expense 
policy. The amount of such benefits shall not exceed the medical charges set forth by the approved fee schedule. All payments under this paragraph 
are to be made to above agency. I am personally responsible for charges not covered by this assignment. 

COLLECTION, USE OR RELEASE OF SOCIAL SECURITY NUMBER 
{This notice is provided pursuant to Section 119.071{5)(a), Florida Statutes.) 

For health care programs, the Florida Department of Health may collect your social security number for identification and billing purposes, as 
authorized by subsections 119.071{S)(a)2.a. and 119.071{S)(a)6., Florida Statutes. By signing below, I consent to the collection, use or disclosure of my 
social security number for identification and billing purposes only. It will not be used for any other purpose. I understand that the collection of social 
security numbers by the Florida Department of Health is imperative for the performance of duties and responsibilities as prescribed by law. 

PART VI MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEIPT OF THE NOTICE OF PRIVACY RIGHTS 

Client/Representative Signature Self or Representative's Relationship to Client Date 

Witness (optional) Date 

PART VII WITHDRAWAL OF CONSENT 

!, ________________ WITHDRAW THIS CONSENT, effective __________ _ 

Client/Representative Signature Date 

For Office Use Only - Print or Use Lobel 

Client Name: __________ _ 

MRN: ______ _____ _ 

DH 3204-SSG-02/2022 
DOB: __________ _ 
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HEALTH 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDIAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE READ IT CAREFULLY 

USES AND DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION 

Protected health information Includes demographic, social and behavioral determinants of 
health (SBDOH). and medical Information that concerns the past, present, or future physical or 
mental health of an individual. Demographic information could include your name, address. 
telephone number. Social Security number and any other means of Identifying you as a specific 
person S8D0 1I may Include, but nol be limited to, income, food insecurity, socioeconomic 
status, education level, homeless Protected health information contains specific information 
that identifies a person or can be used to identify a person. 

Protected health Information Is health inrormahon created or received by a health care provider, 
health plan, employer, or health care clearinghouse The Oepanment or Health (Department) 
can act as each of the above business types. This medical informatton Is used by lhe 
Department in many ways while performing normal business activities. 

Your protected health information may be used or disclosed by the Depa.rtmeni for purposes of 
treatment , payment, and health care operations Health care professionals use medical 
information in the clinics or hospital to take care of you Your protected health information may 
be shared. with or without your consent. with anottier healtll care provider for purposes of your 
treatment. The Department may use or disclose your health information for case management 
and services. The Department clinic or hospital may send the medical information to insurance 
companies, Medicaid, or community agencies to pay for the services provided to you, 

Your information may be used by certain Department personnel to improve the Department's 
health care operations. The Department also may send you appointment reminders, Information 
about treatment options or other health-related benefits and services. 

Some protected health information can be disclosed without your written authorization as 
allowed by law Those circumstances include: 

• Reporting abuse of children, adults, or disabled persons. 
lnves1igatlons related to a missing child 
Internal Investigations and audits by the Department's divisions, bureaus, and offices. 

• Investigations and audits by the slate's Inspector General and Auditor General. and the 
Florida Legislature's Office of Program Policy Analysis and Government Accountability. 

• Publio health purposes, includfng vital slatisl!cs. disease reporting, public health 
surveillance, investlgallons, interventions, and regulation ot health professionals· 

• District medical examiner investigations*. 
• Research approved by the Department. 
• Court orders, warrants, or subpoenas,* 
• Law enforcement purposes, administrative investigations, and judicial and 

admin1stral\ve proceedings· 
*A disclosure or reproductive health records by the Department to law enforcement, a judicial or 
adminIstrat1ve tribunal, medical examiner, or health oversight enmy will require an attestabon by 

the requesting individual or entity before such records are released by the Department. The 
attestation requires acknowledgment of one of the following provisions: 

•The purpose of the use or disclosure of protected health information is not to investigate 
or impose liability on any person for the mere act of seeking, obtaining, providing, or 
facilitating reproductive health care or to identify any person for such purposes; or 
alternatively, 
• The purpose of the use or disclosure of protected health information is to investigate or 
impose liability on any person for the mere act of seeking, obtaining, providing, or 
facilitating reproductive health care, or to identify any person for such purposes, but the 
reproductive health care at issue was not lawful under the circumstances in which it was 
provided 

Other uses and disclosures of your protected health information by the Department will require 
your written authorization, These uses and disclosures may be for marketing or research 
purposes, certain uses and disclosure of psychotherapist notes, and the sale of protected health 
information resulting in compensation to the Department, 

This authorization will have an expiration date that can be revoked by you in writing 

INDIVIDUAL RIGHTS 

You have the right to request that the Department restrict the use and disclosure of your 
protected health information to carry out treatment, payment, or health care operations You 
may also limit disclosures to individuals involved with your care. The Department is not required 
to agree to any restriction. 

You have the right to be assured that your information will be kept confidential. The Department 
will make contact with you in the manner and at the address or phone number you select. You 
may be asked to put your request in writing. If you are responsible to pay for services, you may 
provide an address other than your residence where you can receive mail and where the 
Department may contact you 

You have the right to inspect and receive a copy of your protected health information that is 
maintained by the Department within 30 days of the Department's receipt of your request to 
obtain a copy of your protected health information. You must complete the Department's 
Authorization to Disclose Confidential Information form and submit the request to the local 
county health department or Children's Medical Services office If there are delays in the 
Department's ability to provide the information to you within 30 days, you will be told the reason 
for the delay and the anticipated date your request can be fulfil led. 

Your inspection of the information will be supervised at an appointed time and place. You may 
be denied access to some records as specified by federal or state law. 

If you choose to receive a copy of your protected health information, you have the right to 
receive the information in the form or format you request If the Department cannot produce it in 
that form or format, you will be given the information in a readable hard copy form or another 
form or format that you and the Department agree to. 

The Department cannot give you access to psychotherapy notes or certain information being 
used in a legal proceeding. Records are maintained for specified periods of time in accordance 
with the law If your request covers information beyond that time, the Department is not required 
to keep the record and the information may no longer be available 


