
Smyrna, GA

Acknowledgment of Receipt of HIPAA Privacy Notice

I, _______________________________, have received a copy of this office's Notice of
Privacy Practices. I understand I have certain 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 health care
providers who may be directly and indirectly involved in providing my treatment.

● Obtain payment from third-party payers.
● Conduct normal healthcare operations, such as quality assessments and

accreditation.
● Used for appointment reminders by the Practice, mail postcards to me at the

address provided or call my primary number and leave a message on my
answering machine or the voicemail.

I acknowledge that I have the right to authorize access and disclosure of my
personal health record to anyone of my choosing for scheduling, billing,
condition, treatment, and prognosis to the following individual(s):
(Please write ‘none’ if applicable.)

Name: ______________________________________________ Relationship: _____________________

Name: ______________________________________________ Relationship: _____________________

Name: ______________________________________________ Relationship: _____________________

I understand that if I do not sign this Consent evidencing my consent to the uses
and disclosures described above and contained in the Privacy Notice, then the
Practice will not treat me.

Patient name: _______________________________________________

Patient Signature: _______________________________________Date: ______________________

Representative signature: ___________________________________

Relationship: _________________________________ Date: ___________________________


