Pharmacy Records Consent:  My protected health information is individually identifiable health information, including demographic information collected from me or created or received by a health care provider, a health plan, my employer, or a health care clearinghouse, and relates to: (i) my past, present, or future physical or mental health condition; (ii) the provision of the health care to me; or (iii) the past, present or future payment for the provision of health care to me. In accordance with the provisions of the Health Insurance Portability and Accountability Act (HIPAA), I, the undersigned, grant permission to Asthma & Allergy Physicians (“AAP”)  for my provider(s) and physician extenders to access my pharmacy records to further understand my healthcare needs and care.   I understand that I can revoke this consent at any time by notifying your AAP provider.



__________________________________________		_____________________
Patient Signature						Date
