
2623 SW 147TH AVE 
Miami, FL 33185

(305) 677-0227 / (866) 381-6623

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
Please complete all secƟons of this HIPAA release form. If any secƟons are leŌ blank, this form will be 
invalid and it will not be possible for your health informaƟon to be shared as requested. 

• SecƟon I – AuthorizaƟon

I,______________________________, give my permission for _________________________________ 
to share the informaƟon listed in SecƟon II of this document with the person(s) or organizaƟon(s) I have 
specified in SecƟon IV of this document. 

• SecƟon II - Health InformaƟon

I would like to give the above healthcare organizaƟon permission to:

⧠ Disclose my complete health record including, but not limited to, diagnoses, lab test results, 
treatment, and billing records for all condiƟons. 

Or

⧠ Disclose my complete health record except for the following informaƟon:
⧠ Mental health records
⧠ Communicable diseases including, but not limited to, HIV and AIDS
⧠ Disclose Alcohol/drug abuse treatment records
⧠ GeneƟc informaƟon
⧠ Other: ____________________________________________________________________

        __________________________________________________________________________

        __________________________________________________________________________

Form of Disclosure:

⧠ Electronic copy or access via a web-based portal
⧠ Hard copy

•SecƟon III – Reason for Disclosure

Please detail the reason(s) why informaƟon is being shared. If you are iniƟaƟng the request for sharing 
informaƟon and do not wish to list the reasons for sharing, write ‘at my request’. 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

This document will be retained by the providing organizaƟon for seven years.
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AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
• SecƟon IV – Who Can Receive My Health InformaƟon

I give authorizaƟon for the health informaƟon detailed in secƟon II of this document to be shared with 
the following individual(s) or organizaƟon(s):

Name: _______________________________________________

OrganizaƟon: _______________________________________________

Address: _______________________________________________

I understand that the person(s)/organizaƟon(s)listed above may not be covered by state/federal rules 
governing privacy and security of data and may be permiƩed to further share the informaƟon that is 
provided to them. 

• SecƟon V – DuraƟon of AuthorizaƟon

This authorizaƟon to share my health informaƟon is valid:

⧠ From ___________________ to ___________________
Or

⧠ All past, present, and future periods
Or

⧠ The date of the signature in secƟon VI unƟl the following event: _______________________

     ____________________________________________________________________________

I understand that I am permiƩed to revoke this authorizaƟon to share my health data at any Ɵme and 
can do so by submiƫng a request in wriƟng to:

Name: _______________________________________________

OrganizaƟon: _______________________________________________

Address: _______________________________________________

I understand that:

 In the event that my informaƟon has already been shared by the Ɵme my authorizaƟon is 
revoked, it may be too late to cancel permission to share my health data.

 I understand that I do not need to give any further permission for the informaƟon detailed in 
SecƟon II to be shared with the person(s) or organizaƟon(s) listed in secƟon IV.

 I understand that the failure to sign/submit this authorizaƟon or the cancellaƟon of this 
authorizaƟon will not prevent me from receiving any treatment or benefits I am enƟtled to 

This document will be retained by the providing organizaƟon for seven years.
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AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
receive, provided this informaƟon is not required to determine if I am eligible to receive those 
treatments or benefits or to pay for the services I receive.                                                                     

 SecƟon VI – Signature

_________________________________________ __________________________
Print PaƟent Name Date

_________________________________________
Signature

If this form is being completed by a person with legal authority to act an individual’s behalf, such as a 
parent or legal guardian of a minor or health care agent, please complete the following informaƟon:

Name of person compleƟng this form: ___________________________________________

Signature of person compleƟng this form: ___________________________________________

Describe below how this person has legal authority to sign this form: ________________________

________________________________________________________________________________

_______________________________________________________________________________________

This document will be retained by the providing organizaƟon for seven years.
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CONSENT FOR VOICE AND 
TEXT MESSAGING COMMUNICATION 

In an effort to relay Normal results faster to our patients we have implemented Electronic Medical Records.

I understand that in order for LDC Primary Care   to leave detailed messages containing specific medical
information on my voicemail or answering machine, I need to give my permission to LDC Primary Care.

I further understand that in order for  LDC Primary Care to text detailed messages containing specific medical
information to my cell phone I need to give my written express permission to LDC Primary Care I also understand
that my healthcare information at LDC Primary Care is protected and a copy of the Notice of Privacy Practices is
available upon my request.

Consent for Messages
I give my written express consent to LDC Primary Care to leave detailed messages on my voicemail/answering
machine  about my NORMAL lab results, diagnostic and/or imaging results, prescription information, or
appointment reminders.

• No abnormal results will be communicated via our automated system.

Patient Name (Please Print):                                                                                      Date:                                 

Patient Signature:                                                                       Cell #:                                                                      
(this number will be used for messaging)

It is my responsibility to keep this information up to date, as I recognize that my information may change over time.
This consent will be considered valid until such time that I revoke it. I reserve the right to revoke it at any time. I
understand that I must provide written notice in order to revoke this consent.

LDC PRIMARY CARE
Eduardo Lopez Del Castillo, M.D.                                                                                                             2623 SW 147TH AVE

Maria Pereda, APRN                                                                                                                                    Miami, FL 33185
                                                                                                       Phone:305-677-0227

                                                                                                                                                                          Fax:866-381-6623



 

LDC PRIMARY CARE 
 Eduardo Lopez Del Castillo, M.D.                                                                                                             2623 SW 147TH AVE 
 María Pereda, APRN                                                                                                                                   Miami, FL 33185 

                                                                                                                               Teléfono:305-677-0227 
                                                                                                                                                          Fax:866-381-6623 

 

E-mail Consent & Acknowledgment Form 

The LLC and its Staff Members shall be referred to throughout this consent form as "Provider". 

 

1. RISK OF USING E-MAIL TO COMMUNICATE WITH YOUR PROVIDER: 

Provider offers patients the opportunity to communicate by e-mail. Transmitting patient information by e-mail has a number of risks that 
patients should consider before using e-mail communication. These include, but not limited to, the following risks: 

a. E-mails can be circulated, forward, and stored in numerous paper and electronic files. 

b. E-mails can be immediately broadcast worldwide and be received by unintended recipients. 
c. E-mail senders can easily type in the wrong email address. 

d. E-mail is easier to falsify handwritten or signed documents. 

e. Backup copies of e-mail may exist even after the sender or recipient has deleted his or her copy. 

f. Employers and on-line services have a right to archive and inspect e-mails transmitted through their system. 

g. E-mail can be intercepted, altered, forward, or used without authorization or detection. 

h. E-mail can be used to introduce viruses into the computer system. 

i. E-mail can be used as evidence in court. 

2. CONDITIONS FOR THE USE OF E-MAIL: 
Provider will use reasonable means to protect the security and confidentiality of e-mail information sent and received. However, because of 
the risks outlined above, Provider cannot guarantee the security and confidentiality of e-mail communication, and will not be liable for 
improper disclosure of confidential information that is not caused by Provider’s intentional misconduct. Thus, the patients must consent to 
the use of email for patient information. Consent to the use of e-mail includes agreement with the following conditions. 

a. All e-mails to or from the patient concerning diagnosis or treatment will be printed out and made part of the patient’s medical 
record. Because they are part of the medical record, other individuals authorized to access the medical record will have access to 
those e-mails. 

b. Provider may forward e-mails internally to Provider’s staff and agent necessary for diagnosis, treatment, reimbursement, and other 
handling. Provider will not, however, forward emails to independent third parties without the patient’s prior written consent, 
except as authorized or required by law. 

c. The patient is responsible for protecting his/her password or other means of access to e-mail. Provider is not liable for breaches of 
confidentiality caused by the patient or any third party. 

d. Provider shall not engage in e-mail communication that is unlawful, such as unlawfully practicing medicine across state lines. 

e. It is the patient's responsibility to follow-up and/or schedule an appointment. 

3.  PATIENT RESPONSIBILITIES AND INSTRUCTIONS: 
To communicate by e-mail, the patient shall: 

a. Limit or avoid using his/her employer’s computer. 

b. Inform Provider of changes in his/her e-mail address. 

c. Confirm that he/she has received and read the e-mail from the Provider. 

d. Put the patient’s name in the body of the e-mail. 

e. Include the category of the communication in the e-mail's subject line, for routing purposes (e.g. billing and questions). 

f. Take precautions to preserve the confidentiality of e-mail, such as using screen savers and safeguarding his/her computer password. 

g. Withdraw consent only by e-mail or written communication to the Provider. 
4. TERMINATION OF THE E-MAIL RELATIONSHIP 
The Provider shall have the right to immediately terminate the e-mail relationship with you if determined in the sole Provider’s discretion, 
that you have violated the terms and conditions set forth above or otherwise breached this agreement, or have engaged in conduct which the 
Provider determines to be unacceptable.   

PATIENT ACKNOWLEDGEMENT AND AGREEMENT 
I have discussed with the Provider or his/her representative and I acknowledge that I have read and fully understand this consent form. I 
understand the risks associated with the communication of e-mail between the Provider and me, and consent to the conditions herein. I agree 
to the instructions outlined herein, as well as any other instructions that my Provider may impose to communicate with patients by e-mail. 
Any questions I may have had were answered. 

HOLD HARMLESS 
I agree to indemnify and hold harmless the Provider and its trustees, officers, directors, employees, agents, information providers and 
suppliers, and website designers and maintainers from and against all losses, expenses, damages and costs, including reasonable attorney's 
fees, relating to or arising from any information loss due to technical failure, my use of the internet to communicate with the Provider, and 
any breach by me of these restrictions and conditions.  

 
Patient Name (Print) : _______________________________________ 
Patient Signature : __________________________________________  Date : _________________ 
Patient Email : ___________________________________________________________________________ 
 



PATIENT'S BILL OF RIGHTS AND RESPONSIBILITIES 

 
Florida law requires that your health care provider or health care facility recognize your rights 
while you are receiving medical care and that you respect the health care provider's or health care 
facility's right to expect certain behavior on the part of patients. You may request a copy of the full 
text of this law from your health care provider or health care facility. A summary of your rights 
and responsibilities follows: 
 
A patient has the right to: 
 

• Be treated with courtesy and respect, with appreciation of his or her dignity, and with 
protection of privacy. 
• Receive a prompt and reasonable response to questions and requests.  
• Know who is providing medical services and who is responsible for his or her care.  
• Know what patient support services are available, including if an interpreter is available 

if the patient does not speak English.  
• Know what rules and regulations apply to his or her conduct.  
• Be given by the health care provider information such as diagnosis, planned course of 

treatment, alternatives, risks, and prognosis.  
• Refuse any treatment, except as otherwise provided by law. 
• Be given full information and necessary counseling on the availability of known financial 

resources for care. 
• Know whether the health care provider or facility accepts the Medicare assignment rate, 

if the patient is covered by Medicare. 
• Receive, upon request, prior to treatment, a reasonable estimate of charges for medical 

care.  
• Receive a copy of an understandable itemized bill and, if requested, to have the charges 

explained. 
• Receive medical treatment or accommodations, regardless of race, national origin, 

religion, handicap, or source of payment.  
• Receive treatment for any emergency medical condition that will deteriorate from failure 

to provide treatment.  
• Know if medical treatment is for purposes of experimental research and to give his or her 

consent or refusal to participate in such research.  
• Express complaints regarding any violation of his or her rights. 

 
A patient is responsible for: 

• Providing the health care provider accurate information about present complaints, past 
illnesses, hospitalizations, medications, and any other information about his or her health.  
• Reporting unexpected changes in his or her condition to the health care provider.  
• Reporting to the health care provider whether he or she understands a planned course of 

action and what is expected of him or her.  
• Following the treatment plan recommended by the health care provider.  
• Keeping appointments and, when unable to do so, notifying the health care provider or 

facility.  
• His or her actions if treatment is refused or if the patient does not follow the health care 

provider’s instructions.  
• Making sure financial responsibilities are carried out.  
• Following health care facility conduct rules and regulations. 

 


