




Financial Information & HIPAA Acknowledgement 

Payment is due at time of service. 

Please select your payment method. 

Cash Check Card 

If you selected Card pleaese fill out the information below 

Card Type: 

MasterCard 

Cardholder Name 

(as shown on 

card): 

Card Validation Code 

VISA 

Card Number 

Discover 

Expiration Date 

(mm/yy) 

Your card information is kept on file for outstanding account balances 

Signature 

Date 

Other 

Cardholder 21 P 

Code (from credit 

card billing 

address): 

Patient Acknowledgement of Receipt of Notice of Privacy Practices 

Pursuant to HIPAA and Consent of Use of Health Information 

The undersigned does hereby acknowledge that they have received a copy of this office's 

Notice of Privacy Practices pursuant to HIPAA and has been advised that a full copy of 

this office's HIPAA Compliance leaflet is available upon request. The undersigned does 

hereby consent to the use of their health information in a manner consistent with the 

Notice of Privacy Practices pursuant to HIPAA, the HIPAA Compliance leaflet, State law 

and Federal law. 

If the undersigned is a parent or guardian of the patient, they do acknowledge and 

consent to the above paragraph on behalf of the patient. 

Date Patient Name 

Patient/Parent/Guardian Signature 

For more information, contact: The U.S. Department of Health & Human Services Office 

of Civil Rights 200 Independence Avenue, S.W. Washington, D.C. 20201 (877) 696-6775 

(toll-free) 

Patients will be 

responsible for all 

legal fees and 

collection costs, 

as well as 

payments and any 

balance that 

insurance doesn't 

pay.






