209.247.9170
calmglow.com

HIPPA Acknowledgement Form
I (Print Name)____________________________ understand that as a condition to receiving treatment, my “Provider”
may use or disclose my personally identified health information for treatment, to obtain payment for the treatment
provided, and as necessary for the operations of this practice.
I also understand that I have a right to request the “Provider” to restrict how my health information is used or
disclosed. The “Provider” does not have to agree to my request for the restrictions, but if he/she does agree, the
“Provider” is bound to abide by the restrictions as agreed.
Finally, I understand that I have the right to revoke/withdraw this consent, in writing, at any time. My revocation/
withdrawal will be effective except to the extent that the “Provider” has taken action in reliance on my consent
for use or disclosure of my health information. Provision of future treatment may be withdrawn if I withdraw my
consent.
You may disclose information to the following:
______________________________			
Name/Relationship to Patient					

_____________________
Phone Number

______________________________			
Name/Relationship to Patient					

_____________________
Phone Number

______________________________			
Patient Signature						

_____________________
Date

1120 13th Street, Suite B, Modesto, CA 95354
Monday to Thursday: 9am - 5pm Friday: 9am - 3pm
The information provided is not meant as a replacement for a physician’s care. Some or all of the above may help you feel more balanced and give you an overall increased sense of wellbeing.

Authorization for Release of Medical Information
Patient________________________________________Birth Date__________________
I acknowledge that I have received a copy of the Notice of Privacy Practices (available at our office or on our
website, calmglow.com). I understand that I may amend or revoke these authorizations at any time by
submitting a signed and dated notice. This authorization will remain valid unless I revise and sign a new form.
I authorize the release of medical information to and from other physicians or medical facilities in order to
effectively manage my medical care.
Please check YES or NO:
Voicemail Messages: I give permission for the office to call any of the following numbers and leave a
voicemail message with appointment information, test results, referrals, recommendations and other messages.
Home #_______________ Work #_______________ Cell #_______________
YES
 NO
Mail: I give permission for the office to mail correspondence including diagnostic test results, scheduling
reminders, and other information regarding my health care to my mailing address.

YES



NO

Authorized Contacts: I give permission for the office staff to speak with the following individuals
regarding my healthcare:





NONE, only myself
_____________________________________________Phone #______________________
_____________________________________________Phone #______________________
_____________________________________________Phone #______________________
_____________________________________________Phone #______________________

¨Discretionary Disclosure: I choose to leave decisions regarding the disclosure of my health care
information to the discretion of Dianne Hinton, NP and her staff, believing that they maintain
the best interest of my health and medical well-being.

YES

NO
Acknowledgement of Financial Responsibility
¨I authorize the release of medical and other information necessary to process medical claims.
¨I assume responsibility for payment of medical services that are not a covered benefit of my insurance.
Covered benefits may be verified by contacting the Customer Service Department of the insurance.
¨I assume responsibility for charges incurred.
Signature of Patient/Guardian______________________________________________Date____________
If this authorization is not signed by the patient, complete the following information:
Print Personal Representative’s Name________________________________________________________
Relationship to Patient____________________ Representative’s Phone Number______________________

