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HIPAA - NOTICE OF HEALTH INFORMATION PRIVACY PRACTICES


TODAY’S DATE: _____________________________


PATIENT NAME: ___________________________________	    DATE OF BIRTH: _____/_____/_____

Home Phone:  __________________________________	    Cell Phone: ______________________________

In compliance with the health information privacy act, HIPAA, we want to make sure that we guard your privacy according to your wishes when it comes to family, friends and co-workers. 

Are there persons other than yourself (i.e. spouse, children or other family members, etc.) that you would wish us to discuss your appointments / treatments with if requested? This person will be able to make changes ie. cancel /reschedule an existing appointment. If so, please list name and relationship below. 
	
Name and Relationship: ________________________________________________

Name and Relationship: ________________________________________________




I hereby acknowledge that I have been informed that I may receive a copy North Pacific Dermatology PS's Notice of Privacy Practices and Office Policies upon request. 

I, _______________________________________, have been offered and received or declined a copy of North Pacific Dermatology, P.S.’s Notice of Health Information Privacy Practices.  I have read, understand, and agree to comply with these policies.

Patient Signature: ____________________________________	Date: ______________________________
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