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NOTICE OF PRIVACY PRACTICES & DISCLOSURE OF 
PROTECTED HEALTH INFORMATION: PATIENT AUTHORIZATION

· I acknowledge that Advanced OBGYN Associates provided me with a copy to review their Notice of Privacy Practice before signing. (Upon request, you may have a copy of the policy emailed to you.)
· I am authorizing Advanced OBGYN Associates the disclosure of my protected health information to the specified number(s) and/or address as a means of enhancing communication with my healthcare provider. 
· I authorize Advanced OBGYN Associates to disclose or provide protected health information to me at the number(s) and/or address I have indicated below.
· I understand that it is my responsibility to notify Advanced OBGYN Associates of any changes in the number(s) and/or address provided.
· I authorize Advanced OBGYN Associates to disclose my health information through my preferences below.

How would you like Advanced OBGYN Associates to contact you regarding test results, appointments and other important health information. (Please check all that apply)

      Cell Phone: _________________             Home Phone: ____________________ 
 

      Work Phone: __________________       Email: _______________________________  
 

       OK TO LEAVE NO MESSAGE            OK TO LEAVE DETAILED MESSAGE	      
 


***PLEASE PRINT INDIVIDUALS WITH WHOM WE MAY SPEAK WITH CONCERNING YOUR CARE. ***

NAME: _________________________________      RELATIONSHIP TO YOU: _____________
PHONE: _________________________

NAME: _________________________________      RELATIONSHIP TO YOU: ______________
PHONE: ______________________

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), I have certain Patient Rights regarding my protected health information. I am authorizing the disclosure of my protected health information to the specified number(s) and/or address as a means pf enhancing communication with my healthcare provider. This authorization expires in 1 year from the date signed and if the need arises for early termination, it must be provided in writing. I understand that Advanced OBGYN Associates has no control regarding people who may have access to the telephone numbers I have listed. Therefore, I understand that my protected health information disclosed under this authorization will no longer be protected by the requirements of the privacy rule and will no longer be the responsibility of Advanced OBGYN Associates.

___________________________________                             _________________
Printed Name:							     Date of Birth:
____________________________________	                _________________
Signature of Patient/Guardian:				     Today’s Date:
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