NOTICE OF PRIVACY PRACTICES-ACKNOWLEDGEMENT 

We keep a record of health care services we provide you.  You may ask to see and copy that record.  We will not disclose your record to others unless you direct us to do so or unless the law authorizes or compels us to do so.  You may see your record or get more information by contacting our office at 206-526-1437.

Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed, and how you can access your information.  

By my signature below I acknowledge receipt of the Notice of Privacy Practices.
__________________________________    
________________________

Patient or legally authorized individual signature
Date

___________________________________________       _______________________________

Printed Name if signed on behalf of patient

Relationship to patient

_____________________________________________________________________________________
To protect your medical confidentiality we will not discuss details of your treatment with anyone unless authorized by you.  If you would like to authorize us to release treatment information and/or leave detailed messages regarding your treatment please list below:

May leave detailed message at the following number/s:__________________________________

May speak with: ______________________________________________ regarding my treatment.

 


Name/Relationship
With my signature below, I acknowledge and understand that this information will be kept in my medical record and the above parameters will be abided by until revoked by me in writing.  It is my responsibility to notify Dr. Fidler’s office should I wish to change any of the information listed above.

____________________________________________    

 ____________________________

Signature of patient/guardian




Date
