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Privacy Protection Notice 
 

We only use your personal information to help transact the business you have 
with us.  We have established policies to maintain physical, electronic, and 
procedural safeguards to ensure the confidentiality of your personal information. 
We do not sell or share information about you for marketing purposes. None of 
your personal or medical information will be used without your prior written 
consent. 
 
A records release must be signed by you for release of any information to 
physicians, or other practitioners that you may wish to receive your information.  
We will also need your permission to release any information to your family and 
immediate friends.  Please list below anyone that you would like us to be in 
communication with about your information and your condition.  
 

PLEASE PRINT 
 
_______________________________________________relationship____________ 
 
 
_______________________________________________________relationship____________ 
 
 
________________________________________________________relationship___________ 
 
If you do not want any information shared with any family or friends, circle here: DO NOT SHARE 

You may change this at any time with a written request 
 

Please check the following:                                                                   Yes        No 
 

Did you receive a copy of our notice of privacy practices?              ____    ____ 
Can we send information to your home?                                      ____    ____ 
On your voice mail or answering machine, can we leave? 
             Appointment information                                               ____   ____ 
             Billing information                                                         ____   ____ 
             Medical information                                                       ____    ____ 
At your work number, can we leave? 
             Appointment information                                               ____   ____ 
             Billing information                                                         ____   ____ 
             Medical information                                                       ____   ____ 
 
 
Patient Signature:________________________________________Date________ 
 
Printed name:______________________________________ 


