PATIENT HIPAA ACKNOWLEDGMENT AND CONSENT FORM

Patient Name: _____________________________________________________________________

Date of Birth: ______________________________________________________________________


______ (Patient initials) Notice of Privacy Practices. I acknowledge that I have received the practice’s Notice of Privacy Practices, which describes the ways in which the practice may use and disclose my healthcare information for its treatment, payment, healthcare operations and other described and permitted uses and disclosures, I understand that I may contact the Privacy Officer designated on the notice if I have a question or complaint. I understand that this information may be disclosed electronically by the Provider and/or the Provider’s business associates. To the extent permitted by law, I consent to the use and disclosure of my 
information for the purposes described in the practice’s Notice of Privacy Practices.

______ (Patient initials) Release of Information. I hereby permit practice and the physicians or other health professionals involved in the inpatient or outpatient care to release healthcare information for purposes of treatment, payment, or healthcare operations.

Disclosures to Friends and/or Family Members
DO YOU WANT TO DESIGNATE A FAMILY MEMBER OR OTHER INDIVIDUAL WITH WHOM THE PROVIDER MAY DISCUSS YOUR MEDICAL CONDITION? IF YES, WHOM?”
I give permission for my Protected Health Information to be disclosed for purposes of communicating results, findings and care decisions to the family members and others listed below:

Name: _______________________________________________________________________________________

Relationship: _______________________________________________________________________________

Contact Number: ___________________________________________________________________________

**Patient may revoke or modify this specific authorization and that revocation or modification must be in writing.


Consent to Email or Text Usage for Appointment Reminders and Other Healthcare Communications:

Patients in our practice may be contacted via email and/or text messaging to remind you of an appointment, to obtain feedback on your experience with our healthcare team, and to provide general health reminders/information.
If at any time I provide an email or text address at which I may be contacted, I consent to receiving appointment reminders and other healthcare communications/information at that email or text address from the Practice.

______ (Patient initials) I consent to receive text messages from the practice at my cell phone and any number forwarded or transferred to that number or emails to receive communication as stated above. I understand that this request to receive emails and text messages will apply to all future appointment reminders/feedback/health information unless I request a change in writing (see revocation section below).

The cell phone number that I authorize to receive text messages for appointment reminders, feedback, and general health reminders/information is______________________________. 

The email that I authorize to receive email messages for appointment reminders and general health reminders/feedback/information is______________________________.
The practice does not charge for this service, but standard text messaging rates may apply as provided in your wireless plan (contact your carrier for pricing plans and details).

Revocation I hereby revoke my request for future communications via email and/or text. I hereby revoke my request to receive any future appointment reminders, feedback, and general health via text messages. I hereby revoke my request to receive any future appointment reminders, feedback, and general health via email. 
NOTE: This revocation only applies to communications from this Practice. Patient 
Name: ________________________________________________________ 
Patient/Patient Representative Signature: _______________________________________________ 
Date: _____________________________ Time: ____________________



Patient Signature ________________________________ Date: __________________________



Patient Name (Printed): _________________________ DOB: ________________________
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