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Acknowledgement of Receipt of Notice of Privacy Practices

Under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), you have certain rights to privacy regarding your protected health information.  You understand that this information can and will be used to:

· Conduct, plan and direct your treatment and follow-up among the health care providers who may be involved in that treatment directly or indirectly

· Obtain payment from third-party payers 

· Conduct normal health care operations such as the business aspects of running the practice on a daily basis

By signing this you acknowledge you have received, read, and understand our Notice of Privacy Practices containing a more complete description of the uses and disclosures of my protected health information.  You understand we reserve the right to change our privacy practices as described in the Notice of Privacy Practices.  Those changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Person:  Office Manager     Telephone:  407-423-7667     Fax:  407-425-8629    Address:  610 N Mills Ave., Ste. 210, Orlando, FL 32803
Right to Restrict: You may request in writing that we restrict how your private information is used or disclosed to carry out treatment, payment, or health care options.  You also understand we are not required to agree to your requested restrictions, but if we do agree then we are bound to abide by such restrictions. 

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

Signature:  
________________________________________               
Date:  _________________________________
Print Name:_____________________________________________________ (specify if __ parent/guardian)

 *You May Refuse to Sign This Acknowledgement   
FOR OFFICE USE ONLY                                                                                                                                                                                                                                                                          We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but acknowledgement could not be obtained:


Individual refused to sign                 Communications barriers prohibited obtaining the acknowledgement


An emergency situation prevented us from obtaining acknowledgement         Other (Please Specify)


 











