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____________________________________________________________________________________ 

OTHER PEOPLE TO WHOM PATIENT’S INFORMATION MAY BE DISCLOSED 

____________________________________________________________________________________ 

Name _____________________________________ Relationship to Patient ____________________ 

Name _____________________________________ Relationship to Patient ____________________ 

Name _____________________________________ Relationship to Patient ____________________ 

Name _____________________________________ Relationship to Patient ____________________ 

 

 

PREFERED METHOD OF APPOINTMENT REMINDERS 

*Please fill in all preferred methods* 

 

Email: ___________________________  

Home: __________________ 

Cell:  ___________________ 

 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

*You may refuse to sign this acknowledgement* 

 

A copy of this office’s Notice of Privacy Practices is visibly posted in office as well as provided online. I 
may also request a printed copy at any time. 

 
______________________________________________   ___________________ 
Patient Name (Print)        Date of Birth 
 
___________________________________________________________   _____________ 
Patient or Legal Representative Signature / Relationship (if applicable)   Date 
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