Kenneth R. Mirkin, M.D.
Michael A. Garone, M.D.
Peter L. Scudera, M.D.
Byungki Kim, M.D.
Tonya Adams, M.D.
Jeremias C. Tan, M.D.
Ahmed Hegab, M.D.
Asma Khapra, M.D.
Nader H. Balba, M.D.
Behzad Kalaghchi, M.D.

Offices

3022 Williams Drive
Suite 301

Fairfax, Virginia 22031
Fax (703) 641-8427

3700 Joseph Siewick Drive
Suite 308

Fairfax, Virginia 22033
Fax (703) 716-8703

100 Elden Street

Suite 12

Herndon, Virginia 20170
Fax (703) 435-0801

INOVA Center for
Liver Diseases
Claude Moore Bldg.
3300 Gallows Road
Third Floor
Falls Church, Virginia 22042

Endoscopy Centers
3022 Williams Drive
Suite 301

Fairfax, Virginia 22031

3914 Centreville Road
Suite 350
Chantilly, Virginia 20151

Billing Office

100 Elden Street

Suite 12

Herndon, Virginia 20170
Ph  (703) 481-9494
Fax (703) 435-0801

www.gastroenterologyassoc.com

GASTROENTEROLOGY ASSOCIATES
of Northern Virginia, Ltd.

(703) 698-8960

Consent for Release and Use of Confidential Information
And
Acknowledgment of Notice of Privacy Practices

I, hereby
(Name of Patient or Authorized Agent)

give my consent to Gastroenterology Associates of Northern Virginia, Ltd., to use or disclose,
for the purpose of carrying out treatment, payment, or health care operations, all information
contained in the patient record of

I acknowledge the review and/or receipt of the physician’s Notice of Privacy Practices. The
Notice of Privacy Practice provides detailed information about how the practice may use and
disclose my confidential information. I understand that the physician has reserved a right to
change his or her privacy practices that are described in the Notice. I also understand that a copy
of any revised Notice will be available to me upon a written request to the Privacy Officer.

I understand that this consent is valid until it is revoked by me. I understand that I may revoke
this consent at any time by giving written notice of my desire to do so, to the physician. I also
understand that [ will not be able to revoke this consent in cases where the physician has already
relied on it to use or disclose my health information. Written revocation of consent must be
sent to the physician’s office.

I understand that I have the right to request that the practice restricts how my individually
identifiable health information is used and/or disclosed to carry out treatment, payment or
health operations. I understand that the practice does not have to agree to such restrictions,
but that once such restrictions are agreed to, the practice and their agents must adhere to such
restrictions.

Signed: Date:

If not the patient, please specify your relationship to the patient
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