PATIENT HIPAA ACKNOWLEDGEMENT AND DESIGNATION
DISCLOSURE FORM

Affillates In Podiatry, PC

L Acknowledgentent of Fractice’s Notice of Privacy Practices
Bywbwlbingmynmebehw.lmwgowlmwiuedampyoftheNouuofPﬂmmecﬁm
(NPP},andtha!lhavamd(u‘hldttuoppommytoreadlflaodlm)mdmdersmdameNuﬁoaofFl‘NW'
Practioag (NPP) and agres 16 [ts terms.

Name of Patient BasoiBTh ~ Signature of FaherF arenyQuardin Dae

H.  Dasignation of Certain Relatives, Closs Friends amii other Caregivers ay my Personal
Representative: _
I agree that the practice may disciose certain places of my health Information to Personal Representaiive of my
choosing, since such parson |8 involved with mry healthcare or payment rslating to my healthcare. In that case,
the Physioian Practica wil disciose only informalion that is directty relevant to the persen’s invoivement wih my
healthcare or payment retating to my heaithcare,

Print Nawme: : BOR or other identifier:
Print Name: DOB oc other identifler:

UL Request to recelve Confidential Commumnioations by Altomative Mesns:
" As provided by Privacy Rule Seclion 184.522(c), | hereby raquest that the Practica make all communlations 10§
" meas | have listad balow: : o '

Homne talephone numbser:
_okto leave a message with detalled information - OR - ___Leave message with call back riumber only

Work telephone number: i}
__ok to leave & message with detalled Information - OR - __Leave message with calt back nurber only

:  Coll telephone number:
__ok 10 leave a massage with detalled nformation - OR - __Lawermssagawmuuba«nqmberonly

: Fax telephone number:
__ok to fax at numbar Hsted heve:

. _ Emall;
__ok to amall addreas Practice has on file

1.Themmm:nvolurﬂarymlmvrefuaetomwmswnhnutoﬂminunyofmymmhm
healthcare af tha Practice. : .

2.Mmm;myhmwﬂwﬂmbymumhwmuﬂmmsmmmM r
marked to the stiantion of “HIPAA Compiianoe Oficer.” -

S.Themmaﬂondmmmﬁmwﬂmthawwcﬁedonmmmerhrmthnmmum J
revocation,

4.lfywmqumit.lodprofmelnfumwondamd in this forrn 2an b chiainad at the fronf degk.

S.Thlno'mumcompluuyflodmumIuwt-ndlndmamdoouinudwquwlmmamldbmy
mmmm;mwmmmmmm. )

& This aythorzation Is valid a3 of tha dale | have signed beiow and shall Wn vaild until changad or revoked.

Name of Patient (PRINTED) Signature of Patient




