
Retro Health Disease Management Program Consents 

Acknowledgement and Authorization Form 
**Please initial each line and sign** 

Patient Name: __________________________________ Date of Birth: ______________________ Phone: ___________________ 

❖ I have read and understand the HIPAA/Privacy Policy for Retro Health, LLC. Policy is attached.  Initials _______

❖ I hereby consent Retro Health, LLC to perform reasonable and necessary medical examinations and appropriate
testing.  Initials _______

❖ I hereby assign my insurance benefits to be paid directly to the healthcare provider at Retro Health, LLC.
Initials _______

❖ I authorize Retro Health, LLC to release medical information required to process my claim. Initials _______

❖ I authorize Retro Health, LLC to obtain/have access to my medication history.   Initials _______

❖ I authorize my healthcare team at Retro Health, LLC to contact me by calls, text messages and emails.
Initials _______

I certify that I have read and fully understand the above statements. I understand that this consent is valid and 
remains in effect until I withdraw my consent in writing. 

Signed________________________________________________________ Date: _________________________ 

Consent for Verbal Communication 

I authorize Retro Health, LLC physicians and staff to discuss my personal medical health information, in person and/or by telephone, 

with the following family members and/or friends involved in my medical care for the following purposes: 

❖ To schedule or confirm my appointments;

❖ To discuss prescriptions either new or refills;
❖ To discuss results of diagnostic tests, diagnosis, prognosis, and treatment plans; or
❖ To leave a voicemail with the above information.

I understand that this document applies to healthcare providers and/or employees with Retro Health, LLC. I understand that this 

authorization is voluntary and that once this information is disclosed to the person(s) designated that it may be redisclosed by them 
and may no longer be protected by state or federal privacy laws. 

Name   Relationship    Phone Number 
_______________________________________________ ___________________________ ______________________ 

_______________________________________________ ___________________________  ______________________ 

_______________________________________________ ___________________________ ______________________ 
Understand no *PHI (Patient Health Information) will be discussed with any not listed above.  

o I do not authorize Retro Health, LLC to discuss my personal medical health information with any family members and/or
friends    that are involved in my medical care.

Signed________________________________________________________ Date: _________________________ 



Authorization for Release of Protected Health Information 
 

This form is for use when such authorization is required and complies with the Health Insurance 
 Portability and Accountability Act of 1996 (HIPAA) Privacy Standards. 

 

Facility/Doctor Name: ____________________________________________________________________________________ 

Address: ____________________________________________ City, ST, Zip: _________________________________________ 

Phone Number: _____________________________________   Fax: ________________________________________________ 

Facility/Doctor Name: ____________________________________________________________________________________ 

Address: ____________________________________________ City, ST, Zip: _________________________________________ 

Phone Number: _____________________________________   Fax: ________________________________________________ 

Facility/Doctor Name: ____________________________________________________________________________________ 

Address: ____________________________________________ City, ST, Zip: _________________________________________ 

Phone Number: _____________________________________   Fax: ________________________________________________ 

I, Patient Name:  ___________________________________________  Date of Birth: ________________________________, 
authorize you to disclose the Protected Health Information described below to: 

Retro Health, LLC 
1001 S. Mays St. Suite 205, Round Rock, TX 78664 

Phone: (844) 573-3733 Fax: (833) 483-1565 
Email: Virtualinfo@RetroHealth.com  

 
The complete history records in your possession concerning my illness and treatment for Continuation of Care: 
______ All Health Information  ______ Consultation Reports   ______ Pathology/Lab  
______ History & Physical  ______ EKG/Cardiology Reports ______ Discharge Summary 
______ Progress Notes   ______ Diagnostic Test Reports ______ Radiology Reports & Images 
______ Past/Present Medications  ______ Patient Allergies  ______ Operations Reports 

Please release the information for the following dates/time-period: ____________________________________________ 

Date Records Needed By: _____________________________ Please Mail, Fax, or Email (All Secure) 

My initials below indicate special permission to release any information other than indicated above: 
______ Drug, Alcohol, or Substance Abuse Records  ______ Genetics (including test results) 
______ HIV/AIDS Test Results and Treatment   ______ Mental Health Records  

This authorization shall be in force and effective for 6 months from the date of signature.  I understand that I can 
withdraw my permission at any time by giving written notice stating my intent to revoke this authorization to Retro 
Health, LLC. I understand that prior actions taken in reliance on this authorization by entities that had permission 
to access my health information will not be affected. 
I have read this form and agree to the uses and disclosures of the information as described. I understand that 
information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no 
longer be protected by federal or state privacy laws.  
 
___________________________________________________ Self_________________                  ________________________ 

Signature of Patient or Legal Representative  Relationship to Patient   Date 
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Right to Receive and Accounting of Disclosures:  You have the right to request and "accounting" of certain disclosures that we have made of PHI about 
you during a specific period of up to 6 years. Other than disclosures made: for treatment, payment and health care operations; for us in or related to 
a facility directory; to you directly; pursuant to an authorization of you or your personal representative; for certain notifications purposes (including 
national security, intelligence, correctional, and law enforcement purposes); as incidental disclosures that occur as a result of otherwise permitted 
disclosures; as part of a limited data set of information that does not directly identify you; and before April 14, 2003.  If you wish to make such a 
request, please contact our Privacy Official at the address or email listed on the first page of this Notice. The first list that you request in a 12-month 
period will be free, but we may charge you for a reasonable cost of providing additional lists in the same 12-month period.  We will tell you about 
these costs, and you may choose to cancel your request at any time before costs are incurred.  
 
Certain PHI will not be released without special permission from your part, as indicated on our "Release of Information" form.  These are: Substance, 
Genetics, Psychiatric/Mental* and HIV Information. 
 
*Be advised that we do not create or manage a hospital directory, and we do not create or maintain psychotherapy notes at this practice.   




