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_____________________________________________      ______________________________ 

Name of Patient (please print)               Date of Birth 

 

 

 

 

 

I hereby acknowledge that I received Center of Surgical Specialists, P.C.’s Notice of 

Privacy Practices.     

 

 

_____________________________________________      ______________________________ 

Signature of patient or patient representative   Date    

 

 

****************************************************************************** 

For office use only 

 

Documentation of Good Faith Efforts 
To obtain patient’s acknowledgment that they received provider’s  

Notice of Privacy Practices 
 

(For use when acknowledgment cannot be obtained from the patient.) 

 

The patient presented to the office/hospital on __________________ and was provided with a 

copy of Covered Entity's Notice of Privacy Practices.  A good faith effort was made to obtain 

from the patient a written acknowledgment of his/her receipt of the Notice.  However, such 

acknowledgement was not obtained because: 

 

 Patient refused to sign. 

 

 Patient was unable to sign or initial because: 

____________________________________ 

____________________________________ 

 

 The patient had a medical emergency, and an attempt to obtain the  

acknowledgment will be made at the next available opportunity. 

 

 Other reason (describe below): 

____________________________________ 

____________________________________ 

 

_____________________________________________      ______________________________ 

Signature of Employee Completing Form   Date 

Acknowledgment of Notice of Privacy Practices 



  

 
            

 
PATIENT HIPAA QUESTIONNAIRE 

 
I. Please list the family members or other persons, if any, whom we may inform about your general medical 

condition and your diagnosis (including treatment, payment and health care operations): 
 

______________________________________________________________________________ 
 

______________________________________________________________________________ 
 
II. Please list the family members or significant others, if any, whom we may inform about your medical condition 

ONLY IN AN EMERGENCY: 
 
Name _________________________________  Phone_________________________ 
 
Name _________________________________  Phone_________________________ 
 
III. Please print the address of where you would like your billing statements and/or correspondence from our office to 

be sent if other than your home. 
 

_____________________________________________________________________________ 
 

_____________________________________________________________________________ 
 

IV. Please indicate if you want all correspondence from our office sent in a sealed envelope marked 
“CONFIDENTIAL”: 

 
 YES ______________ NO_____________ 

 
V. Please print the telephone number where you want to receive calls about your appointments, lab and x-ray results, 

or other health care information if other than your home phone number:  
(          )___________________________ 

 
*  I am fully aware that a cell phone is not a secure and private line. 
 
**  I am fully aware my health information can be transmitted by facsimile (fax), mail or the internet. 
 
VI. Can confidential messages (i.e., appointment reminders) be left on your answering machine or voicemail? 
 
 YES_____________  NO _____________ 
 

 
PATIENT NAME____________________________________________________________________ 
 
PATIENT/GUARDIAN SIGNATURE____________________________________________________ 
 
DATE _____________________________________ 
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