


 

 

HIPAA 

Acknowledgement of Receipt and General Consent 

 

I acknowledge that I have received a copy of the Notice of Privacy Practices. 

I further consent to the release of my health information for purposes of treatment, payment, and healthcare operations and as 
authorized or required by law under the circumstances described in the Notice of Privacy Practices. 

 

Patient Name: _______________________________________________________  Date: _______________________________ 

 

Signature: __________________________________  Relationship to Patient (if under 18): ______________________________ 

 

For Patients Who Are 18 Years and Older 

I give my permission to those listed below to have access to my medical information and to discuss matters relating to my care. I 
recognize that if I do not list anyone below, I am the only person who will have access to information regarding my medical 
information and care. 

 

Name: ______________________________________________________________  Relationship: ________________________ 

 

Name: ______________________________________________________________  Relationship: ________________________ 

 

Name: ______________________________________________________________  Relationship: ________________________ 

 

Name: ______________________________________________________________  Relationship: ________________________ 

 

 

Patient Name:________________________________________________________  Date: ______________________________ 

 

Signature: _______________________________________________________________________________________________ 

 

 

 


