MONTGOMERY ENT CENTER

                       MARK E. GROSINGER, D.O.

EDWARD C. TINKER, M.D.

Receipt of Notice of Privacy Practices

Written Acknowledgement Form.

I, ____________________________________, am aware of Montgomery ENT Center’s Notice of Privacy Practices.  I also confirm that a paper copy of these practices is available to me at my request.
I understand that my Private Health Information (PHI) will not be shared with family members or anyone else not solely responsible for my health care (unless patient is a minor).  Therefore, if I would like any of my PHI shared with anyone other than myself, they must be designated below:

___________________________________
______________________________________

Name of person




Relationship

_________________________




_________________

Signature of Patient 






Date

or legal guardian 







_________________________

Print Name of patient or legal guardian
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