Ash Family Medicine

Where Healing Occurs, Naturally.
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Naturopathic Medicine

Acknowledgement of Receipt of Notice of Privacy Practices
I acknowledge that I have received a copy of Dr. Jennifer Ash’s Notice of Privacy Practices detailing how my health information may be used and disclosed under federal and state law.

At Heart of Wellness many patients see multiple practitioners. It is very helpful for us to collaborate together for your care. By signing this form you also agree to allow this dialogue to take place. Please know this benefits your care. If there are any restrictions on this coordination that you wish please indicate below. Thank you.

I wish to have the following restrictions to the use or disclosure of my health information:

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

_____________________________

Patient’s Name

_____________________________


________________________

Signature of Patient OR



Date

(Authorized Representative)

FOR OFFICE USE ONLY


□ Patient refused to sign Acknowledgement of Receipt of Privacy Practices


□ Patient was unable to sign Acknowledgement of Receipt of Privacy Practices 



due to reasons specified below.


    _____________________________________________________________


   ______________________________________________________________

________________________

__________________

Provider Signature




Date

