










CONSENT FOR USE AND DISCLOSURE OF INFORMATION 
 
I have reviewed  the "Notice of Privacy Practices" of Randy W. Butler D.C. and 
have had all questions answered by this office. 
 
I also consent to the use or disclosure of my protected health information for the 
following purposes: 
 

TREATMENT 

IT WILL BE NECESSARY TO SHARE PROTECTED HEALTH INFORMATION WITH 
ALL MEMBERS OF THE TREATMENT TEAM FOR TREATMENT PURPOSES.  tHIS 
CAN INCLUDE EMPLOYEES IN THIS OFFICE AS WELL AS OTHER PROVIDERS. 
 

PAYMENT 

NECESSARY INFORMATION WILL BE SHARED WITH THE APPROPRIATE PAYER 
SOURCES AND THEIR REPRESENTATIVES FOR PAYMENT PURPOSES 
INCLUDING, BUT NOT LIMITED TO ELIGIBILITY, BENEFIT DETERMINATION, AND 
UTILIZATION REVIEW.  IT WILL ALSO BE NECESSARY FOR YOUR BILLING 
PERSONNEL INCLUDING BUT NOT LIMITED TO EMPLOYEES, CASE MANAGERS, 
CLAIM REPRESENTATIVES, THIRD PARTY BILLING SERVICES OR 
CLEARINGHOUSES TO HAVE ACCESS TO PROTECTED HEALTH INFORMATION 
TO CARRY OUT THEIR JOB FUNCTIONS. 
 

HEALTHCARE OPERATIONS 

NECESSARY INFORMATION WILL BE SHARED FOR THE CONTINUING 
OPERATIONS OF THIS OFFICE.  SOME EXAMPLES INCLUDE, BUT NOT LIMITED 
TO PEER REVIEW, ACCREDITATION, CREDENTIALING PROCESSES, AND 
COMPLIANCE WITH THE FEDERAL AND STATE LAWS. 
 
I release Randy W. Butler D.C.  to discuss my case with my spouse, parent or 
gaurdian.  
 
I understand that my treatment may be conditioned upon my consent.  This 
consent is given freely and I understand that I can revoke this consent at any time 
in writing which will apply to disclosures and uses made subsequent to the 
revocation date. 
 
Patients Name (Printed):_____________________________________ 
 
Date:______________________________________ 
 
Patient Signature:___________________________________ 
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