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Acknowledgement of Recelpt of
Stony Bruok Communtty Medical's Prlvary Practlces

l, the underslgned, acknowledge that I have recelved a copy of Stony Brook Cornrnrnlty Medlcal,s [odce
of Prlvacy Practlces. Should I have any questlons about the pollcy, I wlll dlscuss th", witt ,til;;;
or dre grouy's Compllonce Ofier.

Signature

'rni :

Amhodzilon for the Release ofr Patlent Health Informatlgn to a Second paif;i

I author'lze the release of my Patlent Health lnformauon to my
(Fill ln non1f'r(s) ol oll that opfly.)

Spouse,,.-,,
FamllyMembeL .

Frlend,
SchooflCollege Health SeMceSr ,

Other,

By slgnlng below, I acknowledge that thls authorlzation ls valid untll lt ls revoked by me.

Patlent Slgnaturei Date:

ParenVGuardian Slgnature (lf patient a rninor):

Prlnt name of Parent/Guardlan:

Prlnt Name Date of Blith:

Date: 

-


