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ALOCATION OF STONY BROOK'ORTHOPAED'C As!socmes
AcknoWIedgement of Receipt of
- Stony Brook Community Medical’s Privacy Practlces,

|, the underslgned acknowledge that I have received a copy of Stony Brook Community Medical's Notice
of Privacy Practices. Should | have any questions about the policy, I will discuss them with my Physic;an
or the group s Compliance Officer. . . ,

Print Name: ____ S - Date of Birth: _

Signature: . ' s ' - Date:

————

—

Authorlzatlon for the Release of Patlent Health lnformatlon toa Seeond pa

lauthorlze the release of my Patient Health lnformation to my
(Fi_ﬂ in name(s) of all that apply.)

Spouse,
Family Member
Friend,
School/College Health Services,
Other,

By signing below, | acknowledge that thls authorizatlon is valld until it is revoked by me,

Patient Signature: . ; B Date

Parent/Guardian ‘Sign'ature (if patient a minor):

Print name of Parent/Guardian:




