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*My signature acknowledges | have received or have been offered a copy of Crazy Mountain Family Medicine’s “Notice
of Privacy Practices”.

Signature of patient or patient’s representative Date

Patient name (please print):

Patient representative — who is filling out this paperwork - (please print):

Relationship to the patient:

Use/Restriction of Patient Information

In general, the HIPAA privacy rules give individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The
individual is also provided the right to request confidential com

munications or that a communication of PHI be made by alternative means, such as sending
correspondence to the individual's office instead of the individual's home.

I wish to be contacted in the following manner (check all that apply):

Home phone:

O OK to leave message with detailed Written Communication

information O OK to mail to my home address

O OKto mail to my work/office address

O OK to fax to this number
Verbal communication

O OKto release information verbally to:

O Leave message only
Cell phone:

O OKto leave message with detailed
information

O Leave message only
Work phone:

O OKto leave message with detailed

information

O Leave message only

ol is the patient’s responsibility to provide ypdstes or changes o this infarmation***

Date,

§gnatur€ of patient or patient’s representative

imi PHI to the minimum
The Privacy Rule generally requires health providers to take reasonable steps to limit the tfse or disclosure of, and l;e:u:ﬁ :::Drizaﬁm e -
necessaryc:o accomplish the intended purpose. These provisions do not apply to uses or disclosures made pursuant to
individual.

i i i i i ency.
Note: Usas and disclosures for treatment, payment, and heaithcare operation may be permitted without prior consent in an emergency.




