
 

 

 

 
 

 

 

 

 

NOTICE OF PRIVACY PRACTICE 

 

 

I hereby acknowledge that I have been informed of The Notice of Privacy Practice (HIPAA).  I 

hereby consent to the use and disclosure of my personal health information for the purposes of 

treatment, payment, and health care operations to the following: 

 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

Patient Signature________________________________________________________________ 

 

 

 

 

 

 

 

 


