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Consent and Acknowledgement Form
Privacy Practice:
· I understand that I have certain rights to privacy regarding my protected health information.
· I understand that I have rights regarding my protected health information as listed in the Notice.
· I understand that Celestial Hearing Solutions (CHS) has the right to change the Notice from time to time and I can obtain a current copy of the Notice from CHS at any time.
· By signing below, I acknowledge that I have received the HIPAA Notice of Privacy Practices (the “Notice”) from CHS and that I have been provided opportunity to review it.

Release of Information:  I authorize CHS to disclose and furnish copies of any information relating to my care at CHS (including any information related to substance abuse, mental health, HIV/Aids, or other sensitive issues) to:
· Any person or health care provider CHS believes to be involved in my care.
· Any third-party payor or other party that may provide health-related benefits to me or may be financially responsible for the services I receive.
· Any other person or organization I may specify in writing, and
· As allowed by applicable state and federal law, any other persons or organizations as necessary for my treatment, payment or CHS health-care operations.

Effective Date; Revocation:  I understand that I may revoke this consent at any time by giving written notification to CHS.  This consent expires of the earlier of: 
(i) the date CHS receives a written Notice of Revocation; or
(ii) the date that the consent expires in accordance with governing law.  I understand that my revocation will be ineffective to the extent CHS has relied upon permission granted in this consent.

Payment Responsibility:  I agree that I am responsible to pay CHS for all services furnished to me at CHS, including any and all amounts which are not paid for by my insurance.

Acknowledgement:  By signing below, you are acknowledging that you have receive a copy of our Notice of Privacy Practices.


Signature of Patient/Representative                                                                               Date

Patient Name (First, MI, Last):  ____________________________________________________________

Patient Date of Birth (MM/DD/YY):  ________________________________________________________

If you are signing as the Patient’s Representative:

Print your name (First, MI, Last):  __________________________________________________________

Describe your authority: _________________________________________________________________
