
DR. KA THY T. GIBSON 

, .l, . 

CONSENT FOR. USE. AND·.DISCLOSURE 
· .· __ , .. ot=··.HEALTH .. 1NF0R·M·Ar10N· · 

SECTION A: PATIENT GIVING CONSENT 

Name: ___________________________________ _ 

Adcll'e$$: -----------------------------------

Telepl'loli. : ________________ E-mail : ________________ _ 

Patient l : _____________ Soclel Security I: ________________ _ 

SECTION B: TO THE PATIENT....:. PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

PurpoM or Consent: By signing this rorm, )'OU wlll consent to our use end disclosure of )'Our prO(ected health infor ­
mation to carry out treatment. payment activities , end heelthcere operations , 

NO(lce ol Priv.oy Pr.ctlcn: You hove the right to reed. our NO(lce of Privacy Practices before )'OU decide wnelher 
to sign thli Consent. Our Notice provides e description of our treatment , payment activities, end he11lthcere oper · 
etlons, ot the UHi end dlscl01ur11 wt may make of )'Our protected heelth Information , end 0( other lmpon11m mcl · 
tel'l about )'OAJf protected health 1nrormat1on. A c09y ot our Notice eccompen les this Consem . We encourage you l o 
reed It carefully end completely before signing this ConHnt. 

We reserve the right to ct1.,nge our privacy practices es descr ibed In our Notice or Privecy Practices . If we change 
our privacy practices, we wlll Issue e revised Not ice or Privacy Practices, which will eonl11ln lhe changes . I ho$e 
chllng85 may apply t~ eny of )'OUr prO(ected health Information thet we maintain . 

You rray obtain II COPJ ol our Notice ol Privacy Practices, Including any revisions o( our Notice, al any lime Dy comacung. 

. Contact Person:, Dr. Kathy T. Gibson 

TeMtphonll: (713)644-9209 Fax:---"(7_1_3..:..-)644_-_ 7_82_4 _____ _ 

E-mail: ktgdds@aOI.COm 

Adoress: 8866 Gulf Freeway, Suite 160, Houston, Texas 77017 

Right to Revoke : You will hove the right to revoke this Conunt et eny time by giving us written notice or your 
rev~tlon ,ubmltted !.O the Contact Pe/'$0n listed ebOvt , PlteH understand thet reYOC11tlon or this Consent will ncx 
al'fect err, ectlon WI toOk In reliance on this Consent before WI rocelved )'OUf revocation, end thet we mey decline 10 

trut )'04J or to eontln~, trNtlng you If yo,.., r...-okt thl5 Con&ent, 

SIGNATURE 

I, --------------------~ have hed full opportunity to read end consider lhe 
contents of this Consent form end your Notice of Privacy Practices . I understand thet . by signing th is Consent 
term, I em giving my consent to your use end disclosure of my protected heelth lnformetion to carry out treatment . 
payment activities end heelth cere operetlons . 

Signalure: __ _ _ ____________ Dete: ________________ _ 

If this Consent Is signed bye persoi'\111 representative on behalf of the petlent , comple te the following : 

Pw:10nal ReprVS1tmetlves Nome: ______ ..;.._ ____________________ _ _ 

Relatlonshlp to Pallen<: -------------------------------

. YOU ARE ENTITLED TO A COPY OF THIS CONSENT ~1JR YOU.SIGN IT. 
lnc:lude completed ConMnt In the .. patl~'~ ~~ 

• 


