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Ao et : Hove you sver mhen Fosoma, Actene, Baniva
o oy other bisphosphonats? O Yes O MNe
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Y M Arthtis ¥ W Dfficulty Braating Y N Heort Mormur ¥ P Miral Valve Prolopss ¥ M Skoroid Theropy
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3 Are you oking any pressriptionfever the counter dugs? O Yes O Mo If yes, plese list sath one:
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Notice of Privacy Practices Acknowledgment

Due to the Health Insurance Portebility and Accountabiiity Act (HIPAA) Privacy Rule, we must
have your written acknowledgment of having had an opportunity to receive and review a copy
of our Notice of Privacy Practices.

, goknowledge the opportunity to review and
receive Notice ot Privacy Practices.

Signature | Date

Relationship to patient H signed on behalf of the patient, legal guardian, perscnial represantative, stc.

[ patient refuses, or Is unable to acknowiedge recelpt of the Natice of Privacy «
Prachices.

<

Empunyeew" Date

Bisnluﬁurﬁ to Family end:Friends and Clinical lnfnrm&tlﬁi‘i"ﬁcqlls

Under normal cireumstances we would share some of your private health information (PHI) with
some of your family members.

[] | agree that this offics may disclosa my private health information to only the follawing
individuals that are my family members of frlends (check all that apply):

[} my Spouse Any ol my children
[ Any of my Pareits Any of my Siblings
[ Other {specify by nams)

] 1 do not want my private health information disclosed to any individual asking about me,
regardiess of whether or not they may bo a family member or friend.

We will want to communicate with you regarding clinical information (such as test results and
wroatment plans). If we are unable to reach you at home may we:

[ Call you at work

[} Leave a message on the answering machine

[] Other

Signatre Date

RaatiorsHis o patient o Bigned on banall of the patien, legal guardian, parsonel represeniative, atc.





