
#5.

Acknowledgement of Receipt of Notice of Privacy Practices

Our practice reserves the right to modify the privacy practices outlined in the notice.

I have reviewed this offices’ Notice of Privacy Practices, which explains howmy medical information will be
used and disclosed. I understand that I am entitled to receive a copy of your Notice of Privacy Practices.

Name of Patient Date of Birth

Signature of Patient or Responsible Party (if minor Patient) Date

Signature of Patient Representative (If Applicable) Date

<><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><>

My Authorization to Release All Healthcare Information Including Mental Health

I hereby authorize the following person (s) to be involved with and receive information pertaining to my
medical care including mental health. I understand that any and all information can only be given in person,
and after presenting a picture ID.

I understand and agree that I have the right to revoke this authorization anytime by sending/giving a written
notice toMid Cities Psychiatry. And until I revoke this authorization in writing, this authorization is valid
indefinitely.

Name Address Phone/Fax

Name of Patient Date of Birth

Signature of Patient or Responsible Party (if minor Patient) Date

Signature of Patient Representative (If Applicable) Date


