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 830 Central Avenue, Suite 100

St. Petersburg, FL  33701

727-822-9208 (phone)  

727-822-9211 (fax)
Acknowledgement of Receipt of Notice of Privacy Practices
Authorization to Release Information 
We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose your health information. I acknowledge receipt of the Notice of Privacy Practices and I authorize the release of medical information for the typical uses and disclosures of health information. You may refuse to sign this acknowledgment, if you wish.  
Print your name here: ________________________________________________________________________

Signature: _________________________________________________________________________________

Date: ____________________________________________________________________________________

***Please list any family members, significant others, and/or friends that you authorize the release of information to:

__________________________________________________________________________________________

For Office Use Only

We have made every effort to obtain written acknowledgement of receipt of our Notice of Privacy Practices from this patient and the authorization to release medical information, as indicated in our Notice of Privacy Practices. It could not be obtained because:

· The patient refused to sign.

· Due to an emergency situation it was not possible to obtain an acknowledgement.

· We were not able to communicate with the patient.

· Other (please provide specific details)

Employee Signature: _______________________________________Date: ____________________________ 

