[bookmark: _GoBack]PATIENT INFORMATION ACKNOWLEDGEMENT
I have read and fully understand Acupuncture With Ease’s Notice of Patient Information Practices. I hereby acknowledge to the use and disclosure of my personal health information for purposes as noted in Acupuncture With Ease’s Notice of Patient Information Practices. I hereby acknowledge that a copy of this Notice of Patient Information Practices form has been offered to me.

________________________________        __________________________            __________________
Printed Patient Name                                       Signature of Patient/Guardian                Date

DESIGNATED INDIVIDUALS AUTHORIZATION
I hereby authorize one or all of the designated parties below to request and receive the release of protected health information regarding my treatment, payment or administrative operations related to treatment and/or payment. I understand that the identity of designated parties must be verified before the release of information.
AUTHORIZED DESIGNEES:
__________________________________                       ________________________________________
Print Name                                                                              Relationship
__________________________________                      _________________________________________
Print Name                                                                             Relationship
__________________________________                      _________________________________________
Print Name                                                                             Relationship
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