
	
  

	
  

 
Acknowledgement of Receipt of Privacy Practices 

 
 
Patient's Name:  has received a copy of OPL's Notice of Privacy 
Practices. 
 
   
Patient Signature  Date 
 
Please use the section below if you are signing on behalf of a minor or as a legal guardian 
 
   
Parent/Legal Guardian Signature  Date 
   
   
Parent/Legal Guardian Print  Date 
 
 

Patient Authorization for Use and Disclosure of Protected Health Information 
 
 
I wish to be contacted at the following number:  
 
OPL has my permission to leave a detailed message concerning appointments or other details of my  
medical care at this number  Yes  No 
 
I grant permission for OPL to discuss/release medical and billing information to the following 
person(s): 
 
Name:   Name:  
Telephone:   Telephone:  
Relationship:   Relationship:  
 
HIPAA (Health Insurance Portability Accountability Act) privacy rules give you the right to request a restriction 
of your protected health information (PHI).  When PHI is used or disclosed pursuant to this authorization, it 
may be subject to re-disclosure by the recipient and may no longer be protected by the federal HIPAA privacy 
rule. 
 
   
Patient Signature  Date 
 
Please use the section below if you are signing on behalf of a minor or as a legal guardian 
 
   
Parent/Legal Guardian Signature  Date 
   
   
Parent/Legal Guardian Print  Date 

 

Lancaster Office:
810 Plaza Boulevard
Lancaster, PA 17601

Office 717-394-5088
Fax 717-394-5590

Ephrata Office:
561 W. Trout Run Road
Ephrata, PA 17522

Office: 717-733-4891
www.TheENTCenterpa.com

Patient’s Name:	 has received a copy of The ENT Center’s Notice 
of Privacy Practices.

The ENT Center has my permission to leave a detailed message concerning appointments or other 
details of my medical care at this number	 c	 Yes	 c	 No

I grant permission for The ENT Center to discuss/release medical and billing information to the 
following person(s):

	
  

	
  

 
Acknowledgement of Receipt of Privacy Practices 

 
 
Patient's Name:  has received a copy of OPL's Notice of Privacy 
Practices. 
 
   
Patient Signature  Date 
 
Please use the section below if you are signing on behalf of a minor or as a legal guardian 
 
   
Parent/Legal Guardian Signature  Date 
   
   
Parent/Legal Guardian Print  Date 
 
 

Patient Authorization for Use and Disclosure of Protected Health Information 
 
 
I wish to be contacted at the following number:  
 
OPL has my permission to leave a detailed message concerning appointments or other details of my  
medical care at this number  Yes  No 
 
I grant permission for OPL to discuss/release medical and billing information to the following 
person(s): 
 
Name:   Name:  
Telephone:   Telephone:  
Relationship:   Relationship:  
 
HIPAA (Health Insurance Portability Accountability Act) privacy rules give you the right to request a restriction 
of your protected health information (PHI).  When PHI is used or disclosed pursuant to this authorization, it 
may be subject to re-disclosure by the recipient and may no longer be protected by the federal HIPAA privacy 
rule. 
 
   
Patient Signature  Date 
 
Please use the section below if you are signing on behalf of a minor or as a legal guardian 
 
   
Parent/Legal Guardian Signature  Date 
   
   
Parent/Legal Guardian Print  Date 

 


