
Pa#ent Consent 

I hereby give my consent for Willow Tree Pediatrics to use and disclose my protected health 
informa#on (PHI) to perform treatment, payment, and health care opera#ons (TPO). 

With this consent, the prac#ce may call me or email me to my home or other 
alterna#ve loca#on and leave a message by voice, email or in person in reference to any items 
that assist the prac#ce in carrying out TPO, such as appointment reminders, insurance items 
and anything pertaining to my clinical care, including laboratory test results.  

With this consent, the prac#ce may mail to my home or other alterna#ve loca#on any items 
that assist the prac#ce in performing TPO, such as appointment reminder cards, pa#ent 
statements and anything pertaining to my clinical care as long as they are marked “Personal and 
Confiden#al.” 

By signing this form, I am consen#ng to allow the prac#ce to use and disclose my PHI to carry 
out TPO. 

I may revoke my consent in wri#ng except to the extent that the prac#ce has already made 
disclosures upon my prior consent. If I do not sign this consent, or later revoke it, the Prac#ce 
may decline to provide treatment to me. 

  

Pa#ent Name: _______________________________________________    DOB:____________ 

Parent/ Guardian Signature: _____________________________________   Date: ___________


