
ACKNOWLEDGMENT OP RECEIPT 

OF NOTICE OF PRIVACY PRACTICES 

By signing below I acknowledge that I have reviewed or received a copy of this office's Notice of Privacy Practices Form. 

Patient's Signature _________________________ Date _______ _

Parent/Guardian Signature _______________________ Date _______ _

Documentation of Failure to Obtain Signed Acknowledgment 

On _________ , 20_, presented this Acknowledgment of Receipt of Notice of 

Privacy PractiC'!S Form to _________ (the "Patient). The Patient refused to provide a signature when requested. 

CONSENT FOR USE AND DISCLOSURE 

OF YOUR HEAL TH INFORMATION 

Our purpose in asking you to sign this form is to document that we have informed you that this office may use and disclose all your t1ealth 
information in our possession (collectively "Protected Healt Information"). 

The uses and disclosures by this office of your Protected Health Information are necessary and will be used by this office in connectio11 with y,),H 
treatment, our obtaining payment for treatment and services that this office provides to you and so that this office can conduct its health c;i1·e 
operations. 

For a more complete description of how this office may use and disclose your Protected Health Information, please carefully review the once f 
Privacy Practices Form that this office has prepared and is furnishing to you today. Please also see our Notices of Privacy Practices Form for a 1 1or 
detailed discussion of the meanings of"treatment", "payment", and "health care operations". 

YOU HAVE THE RIGHT TO REVIEW OUR NOTICE OF PRIVACY PRACTICES FORM PRIOR TO SIGNING THIS CONSENT. PLEASE BE 

ADVISED THAT THE NOTICE OF PRIVACY PRACTICES FORM MAY BE REVISED BY THIS OFFICE FROM TIME TO TIME. ANY 

SUCH REVISED NOTICE OF PRIVACY PRACTICES FORM WILL BE MADE AVAILABLE TO YOU BY CONTACTING Einas Joseph M.D.

YOU SHOULD ALSO REVIEW CAREFULLY THE NOTICE OF PRIVACY PRACTICES FORM BECAUSE IT CONT Al S A  LIST OF 

RIGHTS THAT ARE AVAILABLE TO YOU WITH RESPECT TO THIS OFFICE'S USE AND DISCLOSURE OF YOUR PROTECTED 

HEALTH INFORMATION. THESE RIGHTS INCLUDE YOUR RIGHT TO REQUEST RESTRICTIONS ON OUR USE AND DISCLOSURE 

OF YOUR PROTECTED HEALTH II FORMATION. 

YOU HAVE THE RIGHT TO REVOKE THIS CONSENT AT ANY TIME. IF YOU WISH TO REVOKE THIS CONSENT, YOU MUST DO :)0 

IN WRITING. 

BY SIGNING BELOW, YOU ACKNOWLEDGE THAT YOU HAVE READ ANID UNDERSTAND THIS CONSENT AND THHS 

OFFICE'S NOTICE OF PRIVACY PRACTICES FORM. YOU FURTHER ACKNOWLEDGE THAT YOU HAVE RE<CE['VED A ((WY 

OF THIS OFFICE'S NOTICE OF PRIVACY PRACTICES FORM TO TAKE WITH YOU. 

Patient's Signature _________________________ Date __________ _

Parent/Guardian Signature _______________________ Date _______ _




