CONFIRMATION OF PRIVACY NOTICE

I authorize Mid-State Sports Medicine to:

(Please circle appropriate response.)

1. Notify me by mail and phone of appointment reminders and/or need to contact me regarding medical information.  A message may be left on my home answering machine.

YES


NO

2. If unable to reach me at home, you may call my employer and leave a message for me to return your call.

YES


NO

3. Please list the names of family members with whom we may share your medical information.

YES


NO


      Name:  _________________________
Relationship:  __________________

                  Name:  _________________________
Relationship:  __________________


      Name:  _________________________
Relationship:  __________________

ACKNOWLEDGEMENT

Date:  ___________________

Patient’s Name:  __________________________________ Date of Birth:  ___________

I acknowledge that I have received a copy of Mid-State Sports Medicine, P.C.’s Notice of Privacy for Personal Health Information.

Signature:  _________________________________________


      Patient or Person Authorized to Consent for Patient

Relationship to Patient:  _______________________________

