
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF 
PRIVACY PRACTICES 

Would you like our correspondence with you marked “Confidential”       Yes        No 

May we Identify ourselves over the phone        Yes        No 

 No 

                   Yes         No

May we leave a detailed voicemail        Yes 

Leave a message with call-back number only 

May we send written information        Yes        No

I, , (the patient, or the guardian of the patient) hereby authorize Journey to 

Health and Wellness to release my medical information via postal mail, telephone, fax, or email to the 
following people.  

Name:      Relationship: 

Appointments Results  Diagnosis/Treatment Billing 

Name:      Relationship: 

Appointments Results  Diagnosis/Treatment Billing 

Name:      Relationship: 

Appointments Results  Diagnosis/Treatment Billing 

Patient Name 

Relationship to Patient 

Signature Date 

I,    , have read/received (or declined to read/receive) a copy of the 
Notice of Privacy Practices/Patient Rights and Responsibilities of this office.

PLEASE NOTE: IT IS YOUR RIGHT TO REFUSE TO SIGN THIS ACKNOWLEDGEMENT

algo000
Rectangle




