HIPAA OMMIBUS RULE :
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM
You maxalise 10,500 this geknowledgement & authorization. In refusing we may not be gllowed! 1o precess your insuronce claims,

Date
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Praciices for
this hedlihcare facifity. A copy of this signed, doted document shall be as effective as the original.

MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REQUEST TREATMENT OR
RADIOGRAPHS BE SENT TO OTHER ATIENDING DOCTORLEACHITYS IN THE FUTURE

E[Q.agé_nrfnim%mnnrﬁa,, Sy , lease sign your name
Armbecly /ot Koo RRAES Aot
Legdl Representative sl escrintion of Authority

Your commentis reqarding Acknowledgements or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMORE ¥ 5
0O First Name Only I Proper Sir Name [ Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:
{This includes step parents, grandparents and any care fakers who con have access fo this patfient’s

records)
Name: |___ i —_| Relationship:
Name: Relationship:

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING
INFORMATION ViA: -

O Ceil Phone Confirmation [ Texi Message fo my Cell Phone-, feu &
[ Home Phone Confirmation [ Email Confirmation Bxpal\ address:
[0 wWork Phone Confirmation [] Any of the Above

| AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

[0 Cell Phone Confirmation Text Message to my Cell Phone
[0 Home Phone Confirmaiion [ Email Confirmation
[7] Work Phone Confirmation [[] Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH
INFO on behdif of this Heaithcare Facility via:

Phone Message [[] Any of the Above
Text Message [0 None of the above (opt out)
Email :

In signing this HIPAA Patfient Acknowtedgementi Form, you ocknowiedge ond autherize, that this office may recommend product o
services fo promote your improved heatth.  This office may or may not receive third party remunerction from these offfiated componies.
We, under curent HIPAA Omnibus Rule. provide you this infarmation with your knowledge and consent.

Office Use Oniy
As Privacy Officer, | attempted 1o obiain the paiient's {or represeniciives) signaiure cn this Acknowledgement bui did nct because:
it was emergency trectment ff
I couid not communicate with the pafient £
The patient refused to sign
The paiient was uncble to sign beccuse o
Other [please descibe} B

Signature of Frivacy Officer

HIPAA made EASY™
@Al Righis Reserved




