
PRIVACY NOTICE 

In accordance with the Health Insurance Portability and Accountability Act, our patients are entitled to 
and afforded the rights to privacy regarding their health related information as set forth under applicable 
law. Houston Neurological Institute will strive to ensure that patient information is used for purposes 
authorized by the patient and as otherwise required by law. Upon request we can provide you with a 
complete copy of our Privacy Policies. Additionally, patients have a right to review their medical records 
and furnish comments to their records through our patient portal or during normal business hours, upon 
providing reasonable advance notice. 

SIGNATURE:       DATE:__________________________ 

    PATIENT PORTAL CONSENT FORM 

I acknowledge that I have received a copy of HNI’s Patient Portal Information. I acknowledge that I have 
read and fully understand the policies and procedures regarding the patient portal which appear at log in.  
I understand the risks associated with online communications between my physician and me, and consent 
to the conditions outlined herein. In addition, I agree to follow the instructions, as well as any other 
instructions that my physician may impose to communication via online communications. 

 I choose to participate in the patient portal.    I choose to NOT participate at this time. 

E Mail Address: _____________________________________________________ 

SIGNATURE:       DATE:__________________________ 

REFILL AGREEMENT 

I acknowledge that I have received a copy of HNI’s Patient Prescription Agreement. I have read the 
policy given to me and recognize my responsibilities as the patient requesting the medication. I have had 
the opportunity to ask questions. In addition, I fully understand the consequences of not following proper 
protocol when requesting refills.  

SIGNATURE:       DATE:__________________________ 

E-PRESCRIBING AND MEDICATION HISTORY CONSENT FORM 

Houston Neurological Institute uses an EMR system that allows electronic prescribing of medications. 
This allows prescriptions to be sent to your pharmacy through secure connection which improves the 
accuracy and timely transmission of your medical information. This consent allows HNI to gather the 
following. 

Formulary and Benefit information- Gives the prescriber benefits about covered drugs under the patients 
insurance. 

Medication history- Provides the physician with information regarding previous and current medications 
that the patient is taking to minimize the number of adverse drug reactions.  

By signing this consent form you are agreeing that your provider may request and use your prescription 
medication history from other healthcare providers and/or third party pharmacy benefit payors for 
treatment purposes.  

SIGNATURE:       DATE:__________________________ 
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