Center For Women & Children

Notice of Privacy Practices – Acknowledgement Form

I acknowledge that I have received a copy of Center For Women & Children’s Notice of Privacy Practices.  The effective date of the notice is: __________________

Patient’s Name _______________________________________ Date _______________

Signature of Patient or Authorized Representative _______________________________

Relationship of Representative to Patient ______________________________________

Center For Women & Children – Patient Contact Information

Please Print

Last Name _________________ First Name _________________ DOB______________

Because we value your right to privacy, we would like to determine how to best handle our telephone communications with you.  We routinely call our patients for the following reasons: 1) to confirm appointments, 2) with test results, or 3) to respond to your questions or concerns.

In the event that we attempt to contact you and you are not available, what would you like us to do?

Leave the information on answering machine / voice mail.  Phone Number __________

Leave the information with: (Please Print)

Last Name      _______________ First Name      _______________

Relationship   _______________ Phone Number_______________

Last Name     _______________ First Name      ________________

Relationship  _______________ Phone Number________________

Leave no information with anyone other than myself.

Pediatric Authorization:

I authorize the healthcare staff to perform the necessary services and authorize the person’s named below to accompany my child, the above named child.

Name _______________ Relationship to child _______________

Name _______________ Relationship to child _______________

Name _______________ Relationship to child _______________

