
 

    

 

 

Notice of Privacy Practices 

 

   

 

 

I certify that I have received a copy of Notice of Privacy Practices. 

 

 

 

 

 

__________________________________  ___________________________________ 

Printed Name of Patient                                                 Signature of Patient 

 

 

__________________________________ 

Date of Birth 

I HEREBY AUTHORIZE THE RELEASE OF MY MEDICAL RECORDS OR COPIES OF SUCH 

(AND, IF A PART OF MY MEDICAL RECORDS, TO INCLUDE ANY LAB WORK, HIV 

DIAGNOSIS, HIV RELATED LAB WORK AND HIV TREATMENT) AND REQUEST THAT 

THEY BE TRANSFERRED TO: 

 


