PATIENT ACKNOWLEDGEMENT OF
THE NOTICE OF PRIVACY PRACTICES
AND CONSENT FOR USE AND DISCLOSURE OF
PERSONAL HEALTH INFORMATION

Print Patieri’s Name Daie

4

. acknowledge thai

(Signaiure of Patient or Parent or Legal Guardian)
i have recelved a copy of ihis office’s NOTICE OF PRIVAGY PRACTICES or that this office’s
NOTICE OF PRIVACY PRACTICES was made available 10 me ioc receive.

H
H

, consent 1o the use and disclosure of my

(Signature of Pafient or Paren or Legal Guardian)
persona: health information by your office for Treatment, Billing/Payment and Healthcare

Operations as ouilined in the NOTICE OF PRIVACY PRACTICES.
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