
 
Notice of Privacy Practices Acknowledgement

I, __________________________________________________, acknowledge that I have received a copy of the Iuka Family Clinic’s Notice of Privacy Practices and that I have had the opportunity to make any inquiries about the policy.
 

________________________________________		____________________
Patient Signature							Date

 
  Patient Authorization for Use and Disclosure of Protected Health Information

By signing below, I authorize Iuka Family Clinic to use and disclose certain PHI (protected health information) to the following person(s):

Name __________________________________ Relationship ________________

Name __________________________________ Relationship ________________

Name __________________________________ Relationship ________________

Name __________________________________ Relationship ________________

Name __________________________________ Relationship ________________



_________________________________________		____________________
Patient Signature							Date
