Integrity Hearing Services
7525 Custer Road W.
Lakewood, WA 98499

Health Insurance Portability and Accountability Act (HIPAA)


I have read and understand the Notice of Privacy Practices for Integrity Hearing Services, PS.  


Print Name: ______________________________________________________

Sign Name: ______________________________________________________

Date: ___________________________________________________________


By checking the boxes below, I authorize Integrity Hearing Services to disclose the following types of private health information when leaving a message through phone, email and other forms of communication

	 

             All Information

             Appointment type, date and time

[bookmark: _GoBack]             Hearing Test and Hearing Aid Information

             Billing and Insurance Information


********************************************************************************************


I, _____________________________________, direct Integrity Hearing Services to release my protected health information described below to:


Name:								Relationship:
___________________________________________		              _______________________________________


Contact Information: _______________________________________________________________________________


Health information to be disclosed upon the request of the person named above –

	
	All Information

Appointment type, date and time

	Hearing Test and Hearing Aid Information

              Billing and Insurance Information


**********************************************************************************************
For office use only
Added to chart on _____________ Privacy Officer Signature ____________________________ Patient refused
