
.. -. HlPAA OMNIBUS RULE 
PAnENT ACKNOWlEDGEMENT OF RECEIPT OF NOnCE OF PRIVACY PRACDCfS 

AND CONSENT! UMlTED Al1THORIlAnoN & RELEASE FORM 
You may tefvse to sign this od::nowfedgement &. ovthol'iza~ I. 'In refusing we mpy not be glowed to process ycui'lsufcn:e cIc*ns. 

Dote: -:--:-____ _ 
The undecigned adnowledges receipt of 0 copy of 1he curren1ty effective Nalice of Privacy Procfices for 
this heolthcore faality. A copy of this signed doted doCUment shaR be os elfective as lhe original MY 
S!GK'!;TURE Will ALSO SERVE AS A PHI DOCUMtNT RElEASt SHOUW I REQUEST TREAJMEm OR RADIOGRAPHS 
BE SENno OTHER AHENDING DOCTOR f fACILmES IN THE fUTURE. 

Please !2!i!lt nome of Patient Please ~ Patient I Guardian of Patient 

Legal Representative I Guardian Rela1ionship of Legal Representative I Guardian 
Ycu ~ regotilog AcinowIedgemen1 a Con>enls: ______________ _ 

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED fROM RECEPTION AREA: 
o First Nome Only 0 Proper Surname OOther _________ _ 

PlEASE UST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION: 
(This includes slep paents. grondporenls and any care fak.ers who con hove o=ess to this patient's 
records) : . 
Nome: ReIaIionship: __________ _ 

Nome: __________ __ RekmO~p: ___________ _ 

I AUTHORIZE CONTACT fROM THIS OFFlCE TO CONfIRM MY API'OIN1MENIS. TREATMENT & IDlING 
INfORMATION VIA: 

o ceO Phone Confirmation o Text Message to my Cell Phone 
o Home Phone ConfiTnation o Email Confirma1ion 
o Work Phone Confirmation o Any of the Above 

I AUTHORIZE INFO!!MAT!ON AIOUT MY HEAlTH BE CONVEYED VIA: 

o Cen Phone Confirmation 
o Home Phone Confirma1ion 
o WOfl( Phone Confirmation 

o Text Message to my CeO Phone 
DEmon Confirmalian 
o Any of the Above 

I APPROVE BBNG CONTACTED ABOUT SPEC!A!. SERVICES. EVENTS. FUND RAISING EffOI!!S.,.. NEW HEAlTH 
!!HQ on behalf of 1his HeoIIhcore FociiIy via: 

o Phone Message 
o Text Message 
DEmOn 

o Any of the Above 
o None of the above (opt out) 

In sigring this HJPAA Polen' Adc:r'Qwtedgemeut Form. yOU acknowledge and outhorize. that 1hIs office may recorrrnend products or 
seMces 10 promole your fmpmved heaIIh. !his oI!ice may or may no' receive third potIy........,eroIion fiom IheSe oIIiIIoIed compories. 
We. under a.nent HrPAA Orrribus RI.Je. orovide YOU this informoOOri wilh your Icnowtedge and conserU. 

0IIiq Va Only 
As PriYocy Officer. I attempled 10 obk:in the)Xl1ienPs {or rept'e5en1ofives}:cignolure on this Actnowtedgement bUt del nol because; 

It was emergency treatment 
r COUld not commuricole with ihe DOtient 
!he po_I refused to sign 
The patient was unable to sign beCOuse 

~, Olherrplease<:les<We1 
Signature of Privacy 0_ 

ss 


