




PATIENT NAME:__________________________________________ DATE OF BIRTH:________________ 

GUARDIAN NAME (IF PATIENT IS UNDER 18 YEARS OLD):______________________________________ 

ACKNOWLEDGEMENT AND CONSENT 

I have received the Notice of Privacy Practices for South Hills Orthopaedic Surgery Associates, PC. South 
Hills Orthopaedic Surgery Associates, PC is authorized to use and disclose health information about 
________________________________________(patient name) for treatment, payment, and healthcare 
operations purposes consistent with its Notice of Privacy Practices. 

AUTHORIZATION TO RELEASE HEALTH INFORMATION 

I authorize South Hills Orthopaedic Surgery Associates, PC permission to use and/or disclose health 
information about ___________________________(patient name) for purposes of treatment and billing 

I hereby assign to South Hills Orthopaedic Surgery Associates, PC all payments from my insurance 
company for medical services rendered to myself or my dependents. I understand that I am responsible 
for any amount not covered by my insurance company. 

SOUTH HILLS ORTHOPAEDIC SURGERY ASSOCIATES PC CONFIDENTIALITY AGREEMENT 

Please list the family members or other persons, if any, whom we may inform about you or your 
dependents general medical condition ,or in the event of emergency ,and diagnosis at time of service: 

Name______________________________Relationship______________________Phone_____________
Email________________________________________________________________________________ 

May we leave a message (including voicemail) regarding appointments at all the phone numbers listed 
on your registration form? 

____YES   ____NO 

If NO please list the phone numbers where we may contact you.________________________________ 

  

I HEREBY AGREE TO THE INFORMATION LISTED ABOVE BY SOUTH HILLS ORTHOPAEDIC SURGERY 
ASSOCIATES PC AND/OR GIVE AUTHORIZATION TO BE CONTACTED ON THE NUMBER ON MY 
REGISTRATION FORM OR LISTED BY MYSELF ABOVE: 

 

______________________________________________                                            ___________   

Patient or Parent/Guardian Signature                                                                               Date 


