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ORTHOPEDIC & TMJ PHYSICAL THERAPY CENTER 
 

ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICES 
(To be retained by Medical Provider) 

 
I understand that ORTHOPEDIC & TMJ PHYSICAL THERAPY CENTER  (referred to below as “the clinic”) will use 
and disclose health information about me in the course of providing physical therapy care to me.  I understand that 
my health information may include information both created and received by the clinic, may be in the form of 
written or electronic records or spoken words, and may include information about my health history, health status, 
symptoms, examinations, test results, diagnoses, treatments, procedures, prescriptions, and similar health-related 
information. 

Your Rights 

You have the right to:  
• Get a copy of your paper or electronic medical record 

• Correct your paper or electronic medical record 

• Request confidential communication 

• Ask us to limit the information we share 

• Get a list of those with whom we’ve shared your information 

• Get a copy of this privacy notice 

• Choose someone to act for you 

• File a complaint if you believe your privacy rights have been violated 

Our Uses and Disclosures 

We may use and share your information as we:  

• Refer to/or consult and coordinate with other health care providers in the course of your treatment 

• Run our organization 

• Obtain authorization from insurance companies and bill for your services 

• Help with public health and safety issues 

• Do research 

• Comply with the law 

• Respond to organ and tissue donation requests 

• Work with a medical examiner or funeral director 

• Address workers’ compensation, law enforcement, and other government requests 

• Respond to lawsuits and legal actions 

We will let you know promptly if a breach occurs that may have compromised the privacy or security of 

your information. 

 

I understand that the Notice of Privacy Practices may be revised from time to time and that I am entitled to receive a 
copy of any revised Notice of Privacy Practices upon request and that a copy or a summary of the most current 
version of the clinic’s Notice of Privacy Practices in effect will be posted in waiting/reception area. 
 
I understand that the Notice of Privacy Practices describes how I can exercise my right to ask that some or all of my 
health information not be used or disclosed, and I understand that the clinic is not required by law to agree to such 
requests. 
 
By signing below, I agree that I have received or been offered a copy of this clinic’s Notice of Privacy Practices. 
 
By: ______________________________________  Date: _____________________ 
  (Patient) 

-OR- 
By: ______________________________________  Date: _____________________ 
  (Patient representative) 
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We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement 
could not be obtained because: 
 

 Individual refused to sign 
 Communication barriers prohibited obtaining the acknowledgment 
 An emergency situation prevented us from obtaining acknowledgement 
 Other (Please specify) 

____________________________________________________________________________  


