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Breast Research Awareness and’ Support



                 

Are There Any Changes Since the Last Visit?  Be very specific about breast health. 

Name _______________________________ __________D.O. B. ________________

Address____________________________City_______________St._____Zip_______
Phone____________________________(H) ______________________________(W)

E-mail ___________________________Occupation ___________________________

New surgeries
Current Health Problems – Any breast changes or updates since last thermogram?
Date of last mammogram or ultrasound - __________________

New Medications

Other Treatments

Current Doctor

Signed__________________________________  Date______________________
All Clinical Thermographers are trained and certified by the ACCT

Authorization to Use or Disclose Protected Health Information

Patient Name: __________________________________________________________________

Address: ______________________________________________________________________

Date of Birth: ____________________________  Date of Request: _______________________

As required by the Privacy Regulations, BRAS, LLC, may not use or disclose your protected health information except as provided in our Notice of Privacy Practices without your authorization.

I hereby authorize this office and any of its employees to use or disclose my Patient Health Information to the following person(s), entity(s), or business associates of this office:

EMI, Electronic Medical Interpretations

Patient Health Information authorized to be disclosed: Thermal Images and related health history

For the specific purpose of (describe in detail): Interpretation of said images

Effective dates for this authorization (today’s date )  _____/_____/_____ .This authorization will expire at the end of 10 days.  _____/____/____/.
I understand that the information disclosed above may be re-disclosed to additional parties and no longer protected for reasons beyond our control.

I understand I have the right to:

1. Revoke this authorization by sending written notice to this office and that revocation will not affect this office’s previous reliance in the use or disclosure pursuant to this authorization.

2. Knowledge of any remuneration involved due to any marketing activity as allowed by this authorization, and as a result of this authorization.

3. Inspect a copy of Patient’s Health Information being used or disclosed under federal law.

4. Refuse to sign this authorization.

5. Receive a copy of this authorization.

6. Restrict what is disclosed with this authorization.

I understand that if I do not sign this document, it will not condition my treatment, payment, enrollment in a health plan, or eligibility of benefits whether or not I provide authorization to use or disclose protected patient health information.

________________________________________________________________   _________________

Signature of Patient or Patient’s Authorized Representative                                                                      Date

________________________________________________________________   __________________

Authorized Signature of Facility




                                  Date

Office Use Only!


Filed  _________________________





Mailed ________________________





Payment_______________________





                Annual Report








