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A ALLIANCE FOR WOMEN’S HEALTH., INC. [
PRIVACY PRACTICES ACKNOWLEDGEMENT /

I HAVE REVIEWED THE NOTICE OF PRIVACY PRACTICES BY Alliance for Women's Health, Inc.
AND I AM AWARE 1 MAY OBTAIN A COPY UPON REQUEST.

PATIENT’S NAME
DATE OF BIRTH

SIGNATURE OF PATIENT DATE
PATIENT RECORD OF DISCLOSURES

[ In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of
their protected health information (PHI'). The individual is also provided the right to request confidential
communications or that a communication «of PHI is made by alternative means, such as sending correspondence
to the individua I’s office instead of the individual’s home.

—
I UNDERSTAND THE OFFICE MAY CONTACT ME BY ADDRESS, TELEPHONE

NUMBERS, CONTACTS AND EVIAIL ADDRESS COMPLETED ON PATIENT
REGISTRATION FORM. PLEASE NOTE ANY RESTRICTIONS OR PREFERENCES:

YOU MAY ALSO SHARE MY MEDICAL INFORMATION WITH THE FOLLOWING
PEOPLE(NAME/RELATIONSHIP):

Patient Signature Date

The Privacy Rule requires healthcare providersto take reasonablé steps:to-Limit the use.or disclosure of; and requests for
g ; ' Thiesé:provisions do not apply to uses or disclosures

. PHI to:the minimum necessary to-accomplishthe ifitended purpose &P s do .
made to-an authorization requested by the’patient. However, Provid s must.keep:records of PHT disclosures. - Information
' “. - provided below; if completed properly; will:Constitute an adequate record.- =+

[Date of Request | Disclosedto Whom |  Description of Disclosure By Whom Disclosed Date Sent
Address/Fax No. Purpose of Disclosure
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