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ACKNOWLEDGEMENT OF RECEIPT AND AGREEMENT


I have received and read the New Patient Welcome materials (version 15.0) that describe the practice and CA policies as well as the Health Insurance Portability and Accountability Act (HIPAA) and its application to my personal health information.  I have discussed any questions I had and agree to abide by the terms as stated.   

My signature below indicates that I, _______________________________________________ , have received  a written copy and a verbal explanation of the following documents from Clinical Associates, P.A.    
1.  Written summary of the Federal Regulations on confidentiality
2.   Client’s Rights

3.  Grievance Policy and Procedure

4.  Client Responsibilities

5.  Treatment Service Fees

6.  Infectious Diseases to include AIDS, HIV, STI and HCV
7.  Group Therapy Policies

_____ (initial)  I authorize Clinical Associates, P.A. (CA) to leave me messages regarding my appointment times or other relevant information that may contain protected health care information on my voice mail, answering machine or with any person answering the phone numbers I have provided to CA.   

Patient’s Signature: ________________________________________   Date:  ______________
Parent/Legal Guardian Signature: _____________________________   Date:  ______________
Witness Signature: _________________________________________   Date:  ______________
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