ACKNOWLEDGEMENT OF NOTIFICATION OF PRIVACY PRACTICES

Your protected health information will be used by Chittenango Physical Therapy or disclosed to others only for the purposes of treatment, obtaining payment, or supporting the day-to-day health care operations of the practice. 

Prior to signing this form, you may review the full Notification of Privacy Practices for a more detailed description of how your protected health information may be used or disclosed. 


I have been notified of  the Privacy Practices for Chittenango Physical Therapy.

		
Name of Patient (Print or Type)
	
Signature of Patient
	
Date
	

Signature of Patient Representative:___________________________________________
(Required if the patient is a minor or an adult who is unable to sign this form)

	
Relationship of Patient Representative to Patient

                                                          Chittenango Physical Therapy, P.C.
	239 Genesee St Suite 1
	Chittenango, NY 13037


