Receipt of Notice of Privacy Practices Written Acknowledgment Form
I, ________________________, have received a copy of Lumina Medical of Privacy Practices for review and I am entitled to a copy for my records upon my request.  
Patient Signature _______________________________  
Date __________ 
Authorization of Use and Disclosure of Protected Health Information
Persons Authorized to Receive Information: Any health information Lumina Medical collects or receives about you may be disclosed to the following persons: 
Name of person / relation ______________________________________
Name of person / relation _______________________________________ 
Name of person / relation _______________________________________ 
Use and Disclosure of Information: 
____ I authorize the person(s) listed above to receive all health information about appointments, treatment and/or other information pertinent to my healthcare and/or payment for my healthcare provided at Lumina Medical
____ I do not authorize any information to be disclosed to any other parties except those parties outlined in the Notice of Privacy Practices. 
If you have an answering machine or voice mail, may we leave messages regarding appointments, treatment and/or other information pertinent to your healthcare and/or payment for your healthcare provided by Lumina Medical
YES   _______ 				NO _______ 
If “NO”, how may we contact you regarding this information? ________________________________________________________________________ 
Expiration Date of Authorization This authorization does not expire unless revoked or terminated by the patient or patient’s legal representative in writing. 
Print Name of Patient or Legal Representative __________________________
Signature of Patient or Legal Representative     _________________________________
Print Name of Witness _________________________
Date ___________________________________    
Patient Record of Disclosures
In general, the HIPPA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The individual is also provided the right to request confidential communications or that a communication of PHI be made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s home.

I wish to be contacted in the following manner (check all that applies):


	□ Home telephone 	
	□ Written Communication

	□ leave message with detailed information
	□ OK to mail to my home address

	 □Leave message with call-back number only
	□ OK to mail to my work/office address

	□ Work telephone
	□ OK to mail to my work/office address

	□ leave message with detailed information
	

	□ Leave message with call-back number only
	



Patient signature _________________________
Date ___________________________________    



