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[bookmark: _GoBack]Notice of Privacy Practices Acknowledgment
I, ______________________________, acknowledge that Evolution Pain and Spine, provided me with a copy (upon request) of their Notice of Privacy Practices. I also acknowledge that I have been afforded the opportunity to read the Notice of Privacy Practices and ask questions.


_______________________________________________			______________
Patient Signature								Date


HIPPAA Disclosure
A) I hereby give consent to release my personal health information either verbally or in writing to persons of my choosing, for purposes of obtaining treatment and/ or for payment of medical services. 
Name									Relationship to Patient
________________________________________________________			________________________________
________________________________________________________			________________________________
B) I hereby give consent for Evolution Pain and Spine to leave messages with our household members, your answering machine and/or on your voicemail. 
*If declining, please write N/A and sign below. Please note that you have the right to revoke this authorization, at any time by providing written notice to the office the revocation will take place on the date of the written notice and cannot be applied to prior disclosures. 

__________________________________________________________		________________________________
Signature									Date

Evolution Pain and Spine
3725 E. League City Pkwy, Ste. 240,
League City, TX 77573
P (281) 916-1012
F (281) 916-1073 
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