
 
Notice of Privacy Practices 

 
Patient Acknowledgement 

 
 

Patient Name: ____________________________ Date of Birth: ________________ 
 
I have received this practice’s Notice of Privacy Practices written in plain language. The Notice provides in detail the uses 
and disclosures of my protected health information that may be made by this practice, my individual rights and the practices 
legal duties with respect to my protected health information. The Notice includes: 
 

•​ A statement that this practice is required by law to maintain the privacy of protected health 
information. 

 
•​ A statement that this practice is required to abide by the terms of the notice currently in effect. 

 
•​ Types of uses and disclosure that this practice permitted to make for each of the following purposes: 

treatment, payment, and health care operations. 
 

•​ A description of each of the other purposes for which this practice is permitted or required to use or disclose 
protected health information without my written consent or authorization. 

 
•​ A description of uses and disclosures that are prohibited or materially limited by law. 

 
•​ A description of other uses and disclosures that will be made only with my written authorization and that I may 

revoke such authorization. 
 

•​ My individual rights with respect to protected health in formation and a brief description of how I may exercise 
these rights in relation to: 

 
➢​ The right to complain to this practice and to the Secretary of HHS if I believe my privacy rights have been 

violated, and that no retaliatory actions will be used against me in the event of such a complaint. 
 
➢​ The right to request restrictions on certain uses and disclosures of my protected health information, and that 

this practice is not required to agree to a requested restriction. 
 
➢​ The right to receive confidential communications of protected health information. 

 
➢​ The right to inspect and copy protected health information. 

 
➢​ The right to amend protected health information. 

 
➢​ The right to receive and account for disclosure of protected health information. 

 
➢​ The right to obtain a paper copy of the Notice of Privacy Practices from this practice upon request. 

 
This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new provisions effective for all protected health 
information that it maintains. I understand that I can obtain current Notice of Privacy Practices on request. 
 
Signature: ______________________________________ Date: ________________________ 
 
 
Relationship to patient (if signed by a personal representative of patient): ____________________________ 

 
 

 
Name: ______________________________________ SS#_____________________________________________________ 

 



 
Personal Information  

 
DOB: ________________________Marital Status: (Circle One)      Single     Married     Widow     Separated     Divorced 
 
Street Address: _________________________________________________________________APT# _________________ 
 
City: ____________________________________ State: _______________________________ Zip Code: ______________ 
 
Cell Number: ______________________________ Home/Work Number(Specify): ________________________________ 
 
E-mail: ______________________________________________ 
 
Emergency Contact Name: ________________________________________ 
 
Emergency Contact Number: ___________________________Emergency Contact Relationship: ______________________ 
 

INSURANCE INFORMATION 
 

Primary Insurance Company Name: _______________________________________________________________________ 
 
ID #: _________________________________________ Group #: ______________________________________________ 
 
Insured’s Name: _____________________________________________________ DOB: ____________________________ 
 
Relationship to Insured: (Circle one)     Self     Spouse     Child 
 
Secondary Insurance Company Name: _____________________________________________________________________ 
 
ID #: ____________________________________________Group #: ____________________________________________ 
 

 
INFORMATION, ASSIGNMENT OF BENEFITS AND FINANCIAL STATEMENT 

 
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be    used in place of the original. 

 
I hereby authorize Wang & Jiang MD, PA to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that 
payment from my insurance company be made directly to Wang & Jiang MD, PA. I certify the information I have reported with regard to my insurance 
coverage is correct. 

 
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either my insurance company or me at any time 
in writing. 

 
Verification of your insurance is not a guarantee of payment. Existing balances on your account must be paid in full prior to receiving additional services 
even if you are appealing or question claims payment. 

 
All lab testing is going to be done by a third party laboratory, all balances will be subject to your responsibility. It is your responsibility to check your 
insurance laboratory coverages. 

 
If you need to cancel or reschedule your appointment, please notify us within 24 hours. If not, you will be responsible for a $25 cancellation fee. 

 
Knowing that I am suffering from a condition requiring diagnosis and medical treatment. I do hereby voluntarily consent to such diagnostic procedures and 
clinical care and to such medical treatment as is necessary in the judgment of the Physician(s). 

 
 
 
 
 
Agree to receive text messages for appointment reminders. 
 
 
Signature: _____________________________________________________________ Date: _________________________ 


