
Scott A. Cooper Inc. dba Morter HealthCenter 
10439 Commerce Dr. Suite 140 

Carmel, Indiana 46032 
PH: 317-872-9300 

Restriction Of Consent 
Restriction of Consent to Use and Disclosure of Protected Health Information 

Restriction of Consent 
This notice restricts the consent to use and disclosure of Protected Health Information for: 

Name of Patient and Date of Original Patient Authorization 

Information to Restrict 

Effect of Restriction 
Protected Health Information that is collected on or after the date on which this form is received by 
this office will no longer be used or disclosed by this office for the purposes of treatment or 
payment, or to support day-to-day health care operations of this office as described in the consent 
form. 

This restriction of consent will not limit the ability of this office to seek payment for services that it 
provided under an earlier consent, including the consent specified above or to meet legal 
obligations related to those services, nor will it affect uses or disclosures that occurred prior to the 
effective date of this restriction. 

 This office will continue to provide treatment for a patient who restricts consent to the use and 
disclosure of his or her Protected Health Information for the purposes of treatment, payment, or 
health care operations. 

 This office will not continue to provide treatment for a patient who restricts consent to the use 
and disclosure of his or her Protected Health Information for the purposes of treatment, payment, 
or health care operations. 

Effective Date of Restriction 
This restriction of consent to use or disclose Protected Health Information is 
effective__________________. 

By my signature below I restrict my permission to use and disclose my health information. 

Patient or Legally Authorized Individual Signature Date 

Print Patient’s Full Name Time 

Witness Signature Date 


