






 
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

CONSENT FOR USE & DISCLOSURE OF PERSONAL HEALTH INFORMATION  
AND RECEIPT OF NOTICE OF PRIVACY PRACTICES  

Purpose of Consent: By signing this form, you consent to our use and disclosure of your 
protected health information (PHI) to carry out treatment, payment activities, and healthcare 
operations (TPO).  

Notice of Privacy Practices: Our office promises not to disclose your PHI (name, address, 
phone number(s), social security number, date of birth, etc.) outside of the TPO without your 
specific authorization and consent. Our office complies with HIPAA and all federal and state 
laws regarding the privacy of your information. A copy of our Notice of Privacy Practices 
document is posted and a copy is available to you at any time.  

Health Insurance Portability & Accountability Act-HIPAA 

I understand that under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), 
I have the rights to privacy regarding my protected health information. I understand that this 
information can and will be used to: 

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly and indirectly. 

• Obtain payment from third-party payers 
• Conduct normal healthcare operations such as quality assessments and physician 

certifications 

Release of Information: 

  
[ ] I authorize the release of information including the diagnosis, records, 
examination rendered to me and claims information. This information may be released  to 
the following: 

Spouse _______________________________________ 
Child _________________________________________ 
Other _________________________________________ 

[ ] Information is not to be released to anyone. 

SIGNATURE ___________________________________________ DATE ____________
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