
 
 

361 Walker Dr., suite 204, Warrenton, VA 20186    540-341-4111 (O)  540-341-4991 (F) 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 
 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 
(“HIPAA”), I have certain rights to privacy regarding my protected health information.  I 
understand that this information can and will be used to: 
 

• Conduct, plan and direct my treatment and follow-up among the multiple 
healthcare providers who may be involved in that treatment directly and 
indirectly. 

• Obtain payment from third-party payers. 
• Conduct normal healthcare operations such as quality assessments and physician 

certifications. 
 
In addition to the health and dental professionals listed above, please list anyone else we 
are authorized to release your health and dental  information to (ie, spouse, children, 
relatives, attorney, etc.) 
 
Name of person(s) authorized to have heath/dental  information:   
 
_______________________, ________________________, _____________________ 
 
I understand that I may request in writing that you restrict how my private information is 
used or disclosed to carry out treatment, payment or health care operations.    
 
Patient Name ___________________________________________________ 
 
Guardian _______________________________________________________ 
 
Signature ____________________________________, Date _____________ 
 

 
OFFICE USE ONLY 

 
I attempted to obtain the patient’s signature in acknowledgement on this Notice of 
Privacy Practices Acknowledgement, but was unable to do so as documented below: 
Date:              Initials:  Reasons: 

 
 
 

 


