HIPAA Privacy Acknowledgement & Patient Intake Form
Patient Information
Full Name: ____________________________________________
Date of Birth: __________  Phone: ______________________
Address: ______________________________________________
City/State/ZIP: ________________________________________
Emergency Contact: _____________________________________
Relationship: __________________ Phone: ________________

Insurance Information
Insurance Provider: ____________________________________
Member ID: ____________________________________________

HIPAA Acknowledgement
I acknowledge that I have been offered or provided access to the Notice of Privacy Practices and understand how my protected health information may be used and disclosed as permitted by law.
Preferred Contact Method:  □ Phone   □ Text   □ Email   □ Mail
May we leave detailed messages?  □ Yes  □ No

Authorized Individuals (optional)
Name(s) authorized to receive information about my care:
_______________________________________________________
_______________________________________________________

Patient Signature: _______________________ Date: ________
Staff Signature: _________________________ Date: ________




