HIPAA OMNIBUS RULE
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT/ LIMITED AUTHORIZATION 8 RELEASE FORM

You mety refuse 1o sign this aeknowledgemenl & authorzatlon. trnrefusing we may nofbe alffowed to process your Insyrance cloims,

Date;
The underigned acknowlaedges receipt of o copy of the currently effective Notice of Privacy Practices for
this healthcarg faciity. A copy of this signed, dated decurment sholl be 45 effeclive os the otiginal.  AY
SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REGUEST TREATMENT OR RADIOGRAPHS
BE SENT TO OTHER ATTENDING ROCTOR / FACILITIES IN THE FUTURE.

Plecse print name of Patient Please sigh Potient / Guardian of Patient
)
Legal Representative / Guardian Relotionskip of Legal Representative / Guardian

Your cormments regarding Acknowledgerments or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEFTION AREA:
O First Name Only 0 Proper Sumame 0 Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:

(This ncludes step parents, grandparents and any care lakers who can have gccess fo this palient's
records): ‘

Narme: Relationship:

Naime: Relationship:

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT £ BILLING
INFORMATION VIA:

O Cell Phone Confirmation 0 Text Message to my Cell Phone
O Home Phone Confirmation O Email Confirmation

0O Work Phone Confirmation 2 Any of the Above

I AUTHORIZE INFORMATION ABOUT MY HEALFH BE CONVEYED VIA:

O Cell Phone Conﬁrﬁ‘luﬁon O Text Message to my Cell Phone
8 Home Phone Confirmation Q Email Confirmartion

8 Work Phone Confirmation O Any of the Above

| AFFROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS FUND RAISING EFFORTS or NEW HEALTH
INFO on behalf of Ihis Healthcare Facility vic:

'1;1 Phone Message O Any of the Above
a Texi Message H None of the above (opt out)
o Email

In signing this HIPAA Pafient Acknowledgemani Form, you acknowlsdge ond oulkerize, thit this affice may recommend products or
services o promole your impreved healih.  This office may of may no! receive hird porly remunergtion frem these offlicted companies,
We, under cutrent HIFAA Dmpibus Rule, pravide you ks informartion with your knewledge and consent.

Office Use Only.
As Privacy Officer, | afternpled to obialn the paflent's {or represeniatives) signerure on this Acknowledgemant biut ¢id not baoausa:
It was emergency freafment
| could not commumicate with the patient
The polient refused to sign
The potient was unable o sign bacause
Qther (plecse cescrbe)

Ly

Signoture of Privacy Officar
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