
Orthopedic Associates of SW Ohio (OASWO) 
AUTHORIZATION FOR TREATMENT

I authorize examination, diagnosis, and general treatment (Including, but not limited to, the use of 
Telehealth, X-Rays and other non-invasive procedures such as diagnostic tests) to be performed by 
physicians and staff of OASWO. I realize that if a medical procedure or surgery is required, I will be given 
additional information. 

CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT, PAYMENT, 
OR HEALTH CARE OPERATIONS 

I consent to OASWO using and disclosing my protected health information to carry out treatment, 
payment, or health care operations.  

I understand and have been provided with a Notice of Privacy Practices, which provides a more 
complete description of how my protected health information may be used or disclosed. I understand 
that I have the right to review the notice prior to signing this consent. I understand that OASWO 
reserves the right to change their notice and information practices and that I may obtain a copy of the 
revised notice by requesting a copy from the office manager. I have the right to revoke this consent by 
notifying OASWO in writing, except to the extent that OASWO has taken action in reliance on my 
consent.  

I hereby authorize any holder of medical information about me to release to the centers for 
Medicare/Medicaid services and its agents any information needed to determine those benefits payable 
for related services. I hereby authorize Medicare/Medicaid to furnish to OASWO any information 
regarding my Medicare claims under title xvii and xix of the social security act. 

I understand that OASWO will use and disclose my PHI to any party for the purpose of treatment, 
payment or other healthcare operations. This includes any information needed to determine those benefits 
payable for related services.  

I, ____________________________________, whose signature appears below, authorize Orthopedic 
Associates of SW Ohio, Inc. and it’s providers to view my external prescription history.   

I understand that prescription history from multiple other unaffiliated medical providers, insurance 
companies, and pharmacy benefit managers may be viewable by my providers and staff here, and it may 
include prescriptions back in time for several years. 

I consent for medical photographs to be made of me or my dependent for whom I am legal guardian.  I 
understand that the information may be used in my medical record, for purposes of medical teaching, or 
for publication in a medical textbook or journal.  By consenting to medical photographs I understand 
that I will not receive any payment from any party.  Refusal to consent to photographs will in no way 
affect the medical care I will receive. 

MY SIGNATURE CERTIFIES THAT I HAVE READ AND UNDERSTOOD THE SCOPE OF MY CONSENT AND THAT I 
CONSENT TO UNDERSTANDING ALL OF THE ABOVE STATEMENTS. 

______________________________________________________________________________ 
Patient Signature                                                                                                             Date 




