ACKNOWLEDGEMENT OF REVIEW OF
NoOTICE OF PRIVACY PRACTICES

WE ARE REQUIRED TO PROVIDE YOU WITH OUR “NOTICE OF PRIVACY PRACTICES”. PLEASE REVIEW THIS INFORMATION.
RETURN THE COMPLETED COVERSHEET TO THE RECEPTIONIST. YOU MAY KEEP THE ATTACHED NOTICE OR RETURN IT ALONG
WITH THE COVERSHEET.

PLEASE PROVIDE THE INFORMATION BELOW.

YOUR NAME (PATIENT)(PLEASE PRINT)

DATE OF BIRTH

| HAVE BEEN PROVIDED WITH A COPY OF THE “NOTICE OF PRIVACY PRACTICES”.

YOUR SIGNATURE (PATIENT OR PERSONAL REPRESENTATIVE)

IF A PERSONAL REPRESENTATIVE — DESCRIPTION OF PERSONAL REPRESENTATIVE'S
AUTHORITY::

DATE

PLEASE LIST BELOW THE NAMES, RELATIONSHIP, AND PHONE NUMBER OF ANY AUTHORIZED INDIVIDUALS (SPOUSE, FAMILY
MEMBERS, FRIENDS, CAREGIVERS, ETC.) THAT WE MAY DISCUSS YOUR MEDICAL OR FINANCIAL INFORMATION WITH.

NAME RELATIONSHIP PHONE NUMBER

1.

2.

3.
MAY WE LEAVE MEDICAL INFORMATION ON YOUR “HOME” ANSWERING MACHINE? YES No
MAY WE LEAVE APPOINTMENT INFORMATION ON YOUR “HOME” ANSWERING MACHINE? YES No
STGNATURE OF PATIENT/PARENT/CLEGAL GUARDIAN DATE

OR

IF YOU DO NOT WANT ANY OF YOUR MEDICAL OR FINANCIAL INFORMATION DISCUSSED WITH ANYONE OTHER THAN YOURSELF
PLEASE SIGN BELOW.

SIGNATURE OF PATIENT/PARENT/LEGAL GUARDIAN DATE

THE ABOVE INFORMATION IS PRIVATE AND CONFIDENTIAL AND WILL BE PLACED IN YOUR MEDICAL
CHART. THE INFORMATION ON THIS FORM WILL REMAIN VALID UNTIL WE ARE NOTIFIED OTHERWISE.



