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Acknowledemenl of ReceiDt ofNolice and Approval ofPrivaa' Praclices

I, 

- 

hereby achtowledge that I have received the conesponding
HIP,4A Notice of Privaq) Practices. I also Iurlher aclotowledge and approve the uses and dtsclosures of
my PHI as descibed in the HIPAA Notice ofPivac! Practices.

Signature of Patient or Representalive

P atienl Co nta cl Aul h orizalio n

@lease Print Name) authorize
and give permission to (irsert pmctice name), or any practicei staffmembers, to leave niessages regarding
my medical information on the following telephone(s):

Home: ( )

Cell: ( )

I authorize aad give pemrissiotr to (insert practice name), or any practice stafr member, to speak with the
following people regarding my medical status and/or teatment:

I,

t

Name:

Name:

Name:

For lltcfial Usc Only:
S.an doqrment or@ afl6 8/l/14 into HIPAA formiolder in CB

Relationship:

Relationship:

Relationship:

Date: ,

Patient Slgnature: Date: _


