



Scottsdale Surgical Solutions
     
ACKNOWLEDGMENT OF RECEIPT OF PRIVACY NOTICE

Patient Name: ____________________________ 	Date of Birth: _________________________
I acknowledge that I have been provided the Scottsdale Surgical Solution’s Notice of Privacy Practices:
· It tells me how the Practice will use my health information for the purposes of my treatment, payment for my treatment and Practice’s health care operations
· The Notice explains in more detail how the Practice may use and share my health information for other than treatment, payment and healthcare operations
· The Practice will also use and share my health information as required/permitted by law
[bookmark: _GoBack]I consent to receive calls from SSS provider/s staff for my protected Healthcare and other services at the phone number/s provided by myself, including my wireless number I provided. I understand that I may be charged for such calls by my wireless carrier and that such calls may be generated by an automated dialing system.

______________________________			_______________________________
Signature of Patient or Personal Rep.			Date

______________________________			_______________________________
Name of Patient or Personal Rep.			Address

______________________________			_______________________________
Description of Personal Rep Authority			Date
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