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                            Acknowledgment of Receipt                                                

                           Of

                             Notice of Privacy Practices
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if I so chose) and understood the Notice.

Patient Name (please print) ________________________________________________

Parent or Authorized Representative _________________________________________          

             (if applicable)

Signature: _________________________________________ Date: ________________

Witness: _______________________________________________________________

Dear Patient,

It is our goal during your course of care at this office to provide you with the highest quality healthcare available.   One way that we provide our excellent service is by coordinating your care with other healthcare providers.  By providing the information below you will have the benefit of having other healthcare providers have an open communication with us regarding your care.  Please fill our the information below to the best of the knowledge.

Thank you.

Name of Provider: ________________________________________________________

Address: ________________________________________________________________

Phone Number: _________________________  Fax Number: _____________________

Optional – if there are any additional healthcare providers you wish us to contact:

Name of Provider: ________________________________________________________

Address: ________________________________________________________________

Phone Number: _________________________  Fax Number: _____________________

Name of Provider: ________________________________________________________

Address: ________________________________________________________________

Phone Number: _________________________  Fax Number: _____________________
