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ACKNOWLEDGEMENT OF RECEIPT OF SUMMARY/NOTICE OF PRIVACY PRACTICES 
 

Please initial next to each paragraph as well as sign at the bottom of this page to acknowledge that you 
have read, understand, and agree to comply with each of our office’s policies.  
 

______RECEIPT OF NOTICE OF PRIVACY PRACTICES (HIPAA)  
I have been given the opportunity to read a copy of the Notice of Privacy Practices. I also understand that I 
have the right to request a copy of the Notice of Privacy Practices for my records. This is also posted on 
Sanova Dermatology’s website at sanovadermatology.com.  
 

______CONTACT PERMISSION  
In the event that Sanova Dermatology needs to contact you (patient) regarding an appointment, lab result, 
medication, or any other reason, it is permissible to:  
Check all that apply:  

□ Leave a message on an answering machine or voice mail. Phone # __________________________  

□ Speak with spouse/significant other. Name: _____________________________________________  

□ Speak with other family members. Name: _______________________________________________  

 
______CONSENT TO TELEPHONE/EMAIL COMMUNICATION  
I understand that any phone or email communication will be part of my medical record. I also understand that all 
email communication is not secure, not to be used for any emergent matters, and response will be given back 
within three to five business days.  
 
______CONSENT TO TREATMENT  
I consent to the performance of those examinations, diagnostic procedures, and rendering of treatment by the 
medical provider and their designated medical office staff as is deemed necessary in the medical provider’s 
judgment. I authorize Sanova Dermatology to take photographs/videos of myself; I understand that the 
photograph/video will only be used in my medical record and will not be released without my prior authorization. I 
am aware that the practice of medicine is not an exact science, and I acknowledge that no guarantees can be 
made or implied as to the outcome of treatment.  
 

Signature ___________________________________________________ Date Signed___________________  
 

Patient Printed Name/Legal Guardian ___________________________________________________________  

If Legal Guardian, please indicate relationship to the patient:  Parent     Legal Guardian 

 

Office Use Only 
 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained 
due to the following: 
 

☐ Individual waived signature      
☐ Communication barriers prohibited obtaining the acknowledgement 
☐ An emergency situation prevented us from obtaining acknowledgement 

 

☐ Other: __________________________________________________________________________________________ 
 

 
 
________________________________________________________________   ________________________ 
Practice Representative        Date 
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