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Patient HIPAA Acknowledgment and Release of Information Notice of Privacy Practices

| acknowledge that | have received the practice’s Notice of Privacy Practices, which describes
the ways in which the practice may use and disclose my healthcare information for its
treatment, payment, healthcare operations and other described and permitted uses and
disclosures. | understand that | may contact the Privacy Officer designated on the notice if |
have a question or complaint. To the extent permitted by law, | consent to the use and
disclosure of my information for the purposes described in the practice’s Notice of Privacy
Practices.

Release of Information

| give my authorization for treatment records to be released to the responsible payor for
reimbursement consideration, or medical facility necessary for treatment or further care.
Additionally, | request that any medical records requested by this facility, necessary for
treatment or further care, be forwarded to this facility upon its request.

| understand that | am financially responsible for all charges whether or not paid for by said
insurance (i.e. deductible amounts, co-insurance, co-pay, or any other balance not paid by my
insurance). If this account is assigned to an attorney for collection and/or suit, the facility shall
be entitled to reasonable attorney’s fees and costs of collection.

| request that payment of authorized benefits be made on my behalf to this facility. | assign the
benefits payable to which | am entitled to this facility for services rendered. This assignment
will remain in effect until revoked by me in writing. A photocopy and/or facsimile of this
assignment is to be considered as valid as an original.

Disclosures to Friends and/or Family Members

| give permission for my Protected Health Information to be disclosed for purposes of
communicating results, findings, and care decisions to the family members and others listed
below:

1:
2:
3:

Patient Signature: Date:




