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Text Message Account Alerts
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HIPAA Notice of Privacy Practices Acknowledgement &
Authorization

T'understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy
regarding my protected health information. acknowledge that I have received or have been given the opportunity to
receive a copy of your Notice of Privacy Practices. I also understand that this practice has the right to change its Notice of
Privacy Practices and that [ may contact the practice at any time to obtain a current copy of the Notice of Privacy Practices.

MAY WE CALL YOUR HOME AND LEAVE AMESSAGE TO CALL OUR OFFICE BACK?

OYES ONo
MAY WE PHONE YOU AT WORK AND LEAVE A MESSAGE TO CALL OUR OFFICE BACK? O YES ONo
DO WE HAVE YOUR PERMISSION TO TALK TO FAMILY MEMBERS OR OTHER INDIVIDUALS? OYES ONo
IF YES, PLEASE PROVIDE THE NAMES, PHONE NUMBER & RELATION TO YOU:
Name: Phone: Relation:
Name: Phone: Relation:
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By signing this form, I acknowledge that I have received or have been given the opportunity to receive a copy of the Riverchase
Dermatology Notice of Privacy Practices
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included in my chart for future reference.

an opportunity to ask questions. A copy of this consent will be
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