Acknowledgement of Receipt of Privacy Practices

In the course of providing services to you, we create, receive, and store health information that identifies you. It is often necessary to use and disclose this health information in order to provide treatment, obtain payment for our services, conduct healthcare operations involving our office, and to provide you with the appointment reminders (such as voicemail messages, postcards, or letters).

The Notice of Privacy Practices you have been given describes these uses and disclosures in detail. The use and disclosure of your health information for treatment purposes not only includes care and service provided here, but also disclosures of your health information as may be necessary or appropriate for you to receive follow-up care from another healthcare professional. Similarly, the use and disclosure of your health information for purposes of payment includes:

1. Our submission of your health information to a billing agent or vendor for processing claims or obtaining payment

2. Our submission of claims to third-party payers or insurers for claims review, determination of benefits and payment

3. Our submission of your health insurance to auditors hired by third-party payers and insurers

4. Other aspects of payment described in our Notice of Privacy Practices

We may disclose your health information in an emergency treatment situation. Our Notice of Privacy Practices will be updated whenever our privacy practices change. 

You may request restrictions in certain used and disclosures in writing, but as described in our Notice of Privacy Practices, we are not obliged to agree to these suggested restrictions.

When you sign this consent document, you signify that you agree that we can and will use and disclose your health information to treat you, to obtain payment for our services, and to perform healthcare operations. 

Patient of Record Disclosures

I wish to be contacted in the following manner: (Check all that apply)

 FORMCHECKBOX 
 Home
  FORMCHECKBOX 
 Work
 FORMCHECKBOX 
 Cell

 FORMCHECKBOX 
 Okay to leave message with detailed information

 FORMCHECKBOX 
 Leave message with call back number only

Written Communication: 

 FORMCHECKBOX 
 Okay to mail to home address 

 FORMCHECKBOX 
 Okay to fax to ______________________

I give my authorization for __________________________________ to speak with the office staff 





        (spouse, parent, guardian)

regarding my financial and health information.

Signature: ______________________________ 

Date: _______________________
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