St. Norbert College Health and Wellness Services

Receipt of Privacy Notice 

Health Insurance Portability and Accountability Act of 1996

By signing this form, I acknowledge that the St. Norbert College Health and Wellness Services has made available to me its Privacy Notice, which explains how my protected health information (PHI) maybe used or disclosed in certain situations.  I have also been given a chance to discuss my concerns and questions about the privacy of my health information. 

________________________________________________________________________

Name (please print)




               

________________________________________________________________________

Signature






    Date

(For office use only)

Staff must complete if acknowledgement form is not signed:

Was the patient given a copy of the Privacy Notice?             (    Yes     (  No

Please explain why the patient was unable to sign an acknowledgement form and St. Norbert College Health and Wellness Services efforts to obtain the individual’s signature.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________      ________________
Signature of Health and Wellness Services staff member                                    Date
HIPAA authorization 06/2014
