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Privacy Practices
I acknowledge I have had an opportunity to review The Facial Surgery Center Privacy Practices required by law.  I understand a copy of the privacy policy is in the front office and available for my review at any time and that I have been given the opportunity to ask questions and receive satisfactory and adequate explanations.  My signature below signifies that I have read, understand, and agree to the above.  If I have any questions or wish to withdraw in writing my consent in the future I may contact the Practice Manager.  Intial___
Mutual Agreement to Maintain Privacy
Dr. Marcelo Hochman and The Facial Surgery Center (The Practice) take pride in being able to extend a greater degree of privacy to you (The Patient) than is required by federal regulations (HIPAA), state confidentiality mandates, and common law.

The Practice agrees not to provide any list for marketing or be paid for selling patient lists or protected health information to any party for the purpose of marketing directly to patients.  Regardless of legal privacy loopholes, The Practice will never attempt to leverage its relationship with The Patient by seeking consent for marketing products for others.

The Practice feels strongly about The Patient’s privacy as well as The Practice’s right to control its public image and privacy.  Both The Practice and The Patient will work to prevent the publishing or airing of commentary about the other party from being accessed via Internet, blogs, or other electronic, print, or broadcast media, without prior written consent, below in Authorization to Consent to Use of Photography.  Finally, this Agreement shall be in force and enforceable (and fully survive) for a period of the longer of (a) five years from Physician’s last date of service to Patient: or (b) three years beyond any termination of the Physician-Patient relationship.

The Patient and The Practice acknowledge that breach of this Agreement may result in serious, irreparable harm. In addition to compensation for consequential damages, The Patient and The Practice agree to the right of relief. Should a breach of this Agreement result in litigation, the prevailing party in the litigation shall be entitled to reasonable costs, expenses, and attorney fees associated with the litigation.

Authorization to Consent to Use of Photography
I hereby voluntarily give consent to the taking of photographs of me or my child (or person for whom I am legal guardian) under the following conditions:  The photographs may be taken only with the consent of my physician and at a time approved by him.  The photographs shall be taken by my physician or by an assistant approved by him.  The photographs or other visual materials may be released to other physicians or insurance companies when necessary. The photographs will be used for medical records and may be published in professional journals, medical books, or used for other purposes which may be deemed in the interest of medical education, knowledge, or research.

I further understand that the information may be used for purposes of publication in marketing to include but not limited to the practice’s webpage.  I consent to have the practice display my photographs on: (initial all that apply) 

  ___   Practice’s website 
  ___   Marketing/advertising material for the Practice which includes but not limited to magazines, postcards, books, and flyers 

  ___   Television for the Practice
  ___  Videos for the Practice
  ___  I do not want photographs displayed in any way other than my medical record or to insurance companies.  Refusal to consent to photographs will in no way affect the medical care I will receive. 
 I understand if I allow the photographs to be used in marketing material, I will not receive payment from any party and it is possible that someone may recognize me.  I also understand by giving my permission to the publication and use of details and visual materials concerning my case, it is specifically understood that I will not be identified by name.

I have read and understand the above statements:

Patient or Legal Guardian:  X  ___________________________________   Date: ________________
Marcelo Hochman MD ___________________________
