Shore Nutrition Associates

Patient Acknowledgement of Notice of Privacy Practices

PATIENT:    ____________________________________ DATE OF BIRTH:   _________________________


I understand that under the Health Insurance Portability and Accountability Act of 1998 I have certain rights to privacy in regard to my protected health information (PHI).  I have received, read, and understand the notice of privacy practices.

The practice reserves the right to change tits terms of the notice of privacy practices.  I understand that the practice will provide a current notice of privacy practices upon request.


Signature:  ____________________________________________________________________________

Relationship to patient:  _____Self   _______Parent ______Guardian

Date:  ____________________________________________


Permission to Release Health Information

I grant the right to James Montgomery to release and/or obtain health information about _____________________________ (patient's name) to my third-party payers and the following health care providers or persons:

___________________________________________________________________________________

___________________________________________________________________________________


Signature of person completing this form:  _____________________________________________

Relationship to patient:  ______Self   _______Parent   ______Guardian

Print name:  ______________________________________________________________________

Date:  ______________________________
