
 

 
 

 

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.  You 
may also ask to correct that record.  We will not disclose your record to others unless you direct us to do so 
or unless the law authorizes us to do so.  You may see your records or get more information about it by 
contacting Amanda, our Privacy Officer. 
 
Additionally, may we leave a message at the phone number(s) you have given us?  Please initial your 
preference. 
 
_______ I agree _______I decline 
  
Pain Consultants, PLLC also asks that you give us the names of family, friends or other providers with whom 
your information may be shared: 
 

                                                                                                                                    

 

 

 

 
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.  Please let us know if you would like a copy of this 
notice. 
 
 
 
 
____________________________________________________  _____________________ 
Patient or legally authorized individual signature    Date   
 
 
 
 
 
This form will be retained in your medical record 
 

 
 
 


