Patient Name:  _____________________________________________________ Date: ______________



Acknowledgement of Notice of Privacy Practices
By subscribing my name below, I acknowledge that I was provided a copy of the Notice of Privacy Practices (NPP), and that I have read (or had the opportunity to read if I so chose) and understand the Notice of Privacy Practices (NPP) and agree to its terms. 

Patient/Guardian Signature: _________________________________ Date: ________________
Patient Date of Birth: _________________________




Authorization to Release Information to Family Members
	Many of our patients allow other individuals such as their spouse, parents, or caregivers to call and discuss their medical care. Under the H.I.P.P.A. guidelines we are unable to release information to anyone without direct patient consent. Please designate any specific individuals that you would like to allow us to discuss your care with, if necessary.  
[bookmark: _GoBack]	You have the right to revoke this consent, in writing at any time. Revoking consent will not apply to any information that may have been disclosed to approved individuals based off previous consents. 

Name: _____________________________ Relation: _______________Phone: ______________
Name: _____________________________ Relation: _______________Phone: ______________

Patient/ Guardian Signature: _________________________________ Date: _______________
