Acknowledgment of Receipt of Notice of Privacy Practices
Center for Functional and Integrative Medicine, Inc.
Mark Holthouse, MD
Marc Fierro, LAc, PA-C
Susan Caffery, FNP
3104 Ponte Morino Dr., Ste 110
Cameron Park, CA 95682
(530) 676-1003

I hereby acknowledge that | have read a copy of this medical practice’s Notice of Privacy
Practices. | further acknowledge that a copy of the current notice will be posted in the
reception area, and that I will be offered a copy of any amended Notice of Privacy
Practices at each appointment.

PATIENT RECORD OF DISCLOSURE

Signed: Date:

Print name: Phone:

Name and Address of Patient:

If not signed by the patient, please indicate relationship:
parent or guardian of minor patient

guardian or conservator of an incompetent patient

I wish to be contacted in the following manner (check all that apply)

O O.K. to leave message with detailed information I On answering machine
O Leave message for me to call the office O Do not mail to my home address

O O.K. to leave message with

I authorize this office to release medical information to the following person(s):

Record of Disclosures of Protected Health Information

Date

Disclosed to Whom, Address, Phone # | What and Why Disclosed Who Sent




