


5. You agree to bring any concerns or complaints r·egarding privacy to the attention of the office
manager or the doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of
products, goods or services.

7. We agree to provide patients with access to their records in accordance with state and federal law's.

8. We may change, add, delete or modify any of these provisions to better serve the needs of the both
the practice and the patient.

9. You have the right to request restrictions in the use of your protected health Information and to
request change in certain policies used within the office concerning your PHI. However, we are not
obligated to alter internal policies to conform to your request.

First Name _____________ _ Last Name ____________ _ 

Signature ______________ Date (mm/dd/yyyy) __ / __ / ___ _ 
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