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CONSENT 
 

SECTION IV:  CONSENT TO PARTICIPATE IN ELECTRONIC PATIENT CHART 
SHARING 
 
By signing below, you consent to us making available your health information electronically to other healthcare 
providers outside of our facility who are involved with your care. 

□   YES, I agree to participate in HIE. 

□    NO, I do not agree to participate in Patient Chart Sharing. 
 
Patient name: _____________________________________________________DOB: ________________ 
 
 
Patient’s Signature: _________________________________________________Date: ________________ 
 
 
SECTION V: CONSENT TO PARTICIPATE IN THE REGIONAL HEALTH INFORMATION 
EXCHANGE 
 
By signing below, you consent to participation in the Maryland Regional Health Information Exchange (CRISP). 
You may opt out of this participation ONLY by either by completing and mailing the “Patient Op Out Form”, by 
visiting website or calling. You may obtain op out form and information from our receptionist.  You cannot op out by 
notifying our office only. 
 
 

□   YES, I agree to participate in HIE. 

□    NO, I do not agree to participate in HIE and request information to allow me to opt out. 
 
Patient name: ________________________________________________________DOB: ________________ 
 
 
Patient’s Signature: ____________________________________________________Date: ________________ 
 

 

 
 


