
Nephrology, Dialysis And Transplantation Associates, P.A. 
Authorization for the Use or Disclosure of Protected Health Information 

 
Notice of Privacy Practices  I acknowledge that I received a copy of Nephrology, Dialysis And 
Transplantation Associates, P.A. (NDTA)’s Summary and Notice of Privacy Practices which describes the ways 
in which NDTA may use and disclose my protected health information for its treatment, payment and 
healthcare operations and other described and permitted uses and disclosures. I understand I should read this 
carefully. I am aware that the Notice of Privacy Practices may be changed at any time, and that I may receive a 
revised copy of the Notice from Ms. Cynthia Radford at 713-790-9080, on NDTA’s website 
www.kidneydocs.org or by requesting a copy in person at the NDTA office. To the extent permitted by law, I 
consent to the use and disclosure of my protected health information for the purposes described in NDTA’s 
Notice of Privacy Practices. I understand that my protected health information may be disclosed electronically 
by NDTA and/or its business associates. Except as authorized by this form, NDTA is required by state and 
federal law to maintain the privacy of your health information as described in our Notice of Privacy Practices. 
NDTA will not condition your treatment, payment, enrollment in a health plan or eligibility for benefits on 
whether you provide authorization for the requested use or disclosure. 
 

Refusals of Service 
If the only reason you have asked us to provide a health care service is so that we can create information to be 
disclosed to a third party, we may refuse to provide the service if you refuse to sign this Authorization.  For 
example, if you have requested a drug test solely for the purpose of having the results disclosed to your employer, 
we may refuse to perform the drug test if you refuse to sign this Authorization permitting us to disclose the results 
to your employer.  Otherwise, your ability to receive treatment, payment, enrollment in a plan, or eligibility for a 
benefit does not depend on your signing this form.  You may refuse to sign this form. 
 
Consequences of Signing this Form 
Signing this Authorization may cause the health information used or disclosed pursuant to this Authorization to no 
longer receive the protections of state and federal privacy laws.  Any person or Organization to whom your health 
information is disclosed pursuant to this Authorization might be able to legally re-disclose that information to 
others. 
 
Revocation/Question or Complaint 
You may revoke this Authorization at any time, in writing, except to the extent that we have already relied upon it 
in making a use or release.  Your written revocation will become effective when we have knowledge of it.  If you 
are providing this Authorization to obtain insurance coverage, you may not have the right to revoke the 
Authorization to the extent that it pertains to the insurer’s right under law to contest a claim under your insurance 
policy.  If you wish to revoke this Authorization, or if you have a question or complaint regarding NDTA’s use or 
disclosure of your protected health information, please send your written request to NDTA’s Privacy Officer:  

Nephrology, Dialysis, And Transplantation Associates, P.A., Attention:  Privacy Officer  
 1415 La Concha Lane, Houston, Texas 77054 
     
Expiration 
This Authorization will be in effect until the following event and/or date: ___________________________. 
Once this Authorization has expired, we will no longer use or disclose your health information for the purposes 
listed in this Authorization unless you sign a new Authorization form.   
 
Medicare/Medicaid 
If I am covered by Medicare or Medicaid, I authorize the release of my protected health information to the 
Social Security Administration or its intermediaries or carriers for payment of a Medicare claim or to the 
appropriate state agency for payment of a Medicaid claim. The release of information includes, without 
limitation, history and physical, emergency records, laboratory reports, operative reports, physician progress 
notes, nurse’s notes, consultations, and discharge summary. 



PATIENT AUTHORIZATION 

Release of Information 
I hereby authorize the physicians, staff and other agents of Nephrology, Dialysis And Transplantation 
Associates, P.A.(NDTA) to use or disclose my protected health information for the following purposes: 
* to other physicians, health care providers, healthcare facilities and organizations that are involved in 
my diagnosis, treatment, and/or coordination of care, 

* to any person or entity liable for payment on my behalf of treatment expenses to verify coverage or 
payment questions, or for any other purpose related to benefit payment, 

* to my employer’s designee when the treatment relates to a claim for worker compensation,  
* for healthcare operations, 

* at the request or direction of the undersigned individual, and 
* Other (describe):    _____________________________________________________ 

Disclosures to Family/Friend 
If you want to designate a family member or other individual with whom an NDTA physician may discuss your 
diagnosis, records, examinations rendered to me and claims information, please provide the following 
information: 

Name of Individual    Relationship    Contact Number 
1. ______________________________ _______________________  ________________ 

2. ______________________________ _______________________  ________________ 
3. ______________________________ _______________________  ________________ 

You, your Guardian, or Personal Representative may revoke or modify this specific authorization and that 
revocation or modification must be in writing.  

Messages 
NDTA may call me at: 
My home: ______________________ Yes/No (please circle) Best time: ____________________ 
My work: ______________________ Yes/No (please circle)       ____________________ 

My cell:   ______________________  Yes/No (please circle)       ____________________ 
If unable to reach me, you may: 

Leave a detailed message Yes/No (please circle) 
Leave a message asking me to return your call Yes/No (please circle): 

Send an e-mail to me at: _______________________________________ Yes/No (please circle):  
Contact me by US Mail Yes/No (please circle): 

 
_____________________________  ______________________________________        ____________     
Printed Name of Patient    Signature of Patient                         Date 
 
If the Patient is unable to sign, his/her Legally Authorized Representative may sign this form on the Patient’s behalf. 
 
___________________________________________________________________________ ____________ 
Printed Name of Legally Authorized Representative   Signature of Legally Authorized Representative               Date 
 
 


