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JAMES R. BOLLINGER, M.D., F.A.C.S., P.C.
BOARD CERTIFIED ADULT AND PEDIAT_RIC UROLOGY

. ROBOTIC SURGERY
209 WEST LANCASTER AVE.
PHONE ’ ) SUITE 200 o
‘ ‘ : PAOLI PA 19301 - FAX
610-296-0810 : " www.davincisurgery.com 610_’”29?‘.‘{*.968

wwyv. malefertility. com

PATIENT CONSENT FOR USE AND DISCLOSURE
OF PROTECTED INEALTH INFORMATION

With my consé‘nt, James R. Bolli ngelz. MD Lgcrﬁay use and disclose protected health information.’
(PHI) about me to carry out treatment, payment and healthcare operations (TPO). Please refér to
James R Bolj,i;ng e, MD— S Notice of Privacy Practices for a more complete description of such

uses and disclosures.

Thave the r1ght to rcvzcw the Notice of anacy Pr'lctlces prior to signing this conscnt

James R Boll mger_LMD b reserves the right to revise its Notice of anacy anchceq at

i

anytime. A revised Nonce‘ of Privacy Practices may be obtaned by forwarding a

written request toJames R Bollinger ,MD Privacy Officer at: ”559*;&‘ LANC. ‘ AVE.
© PAOLT ,PA: 19301

_ With my consent,Tames R _Bollinger.Mp,pc._ may call myhome or other designated location
and leave a.message on voice mail or in person in reference to any items that assist the practice in

carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my

chinical care, including laboratory results among others.

With my consent,James R ‘Bolli: er-, Mpnay mail to my home or other designated location any
items that assist the practice in carrying oﬁtTPO,‘sﬁch as appointment reminder cards and patient '

statements as long as they are marlced Personal and Confidential.

With my consent,james B Boll inger,Mp,pC_ ™Ay e-mail (o my
home or other designated location any items that assist the practice in carrying out TPO, such as-

- —*—appein'emcn”ffrcm-indcr cards and patient statements. I have the rigpt to request that

Jawes R aguhmgﬁb M0, PC. FEStrict Tiow it uses or discloses. my PIII to carry out TPO.
However, the practice is not required Lo agres lo my requested restrigtions, but if it docs it is bound

by this agreement.
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By signing this form, 1 am consenting tO\Iame's'_R_E—loJ.limg.en Mp,pc_’s use and disclosure of my
PHI to cacry out TPO.

' . P . ' - Lk :
Imay revoke my consent in writing exeept (o the extent that the practice has already made

disclosures in reliance upon nty prior consent. [f1 do not siga this consent,

James R_Bolljinger MD,pc  may decline to provide treatment to me.
) - S

Signature of Patient or Legal Guardian

Patienl’s Nawne Date

Print Name of Patient or Legal Guardian

OFIICE USE ONLY

[ attempted to obtain the. patient’s signature in-acknowledgement on this Notice of
Prvacy Practices Acknowledgement, but was énable to do so as documented below: .

PR | —

rDalc . . T. Initials Réasen




