Heather Hammonds, MD
2062 Hwy 62 W
Mountain Home, AR 72653
Telephone: 870-425-5464	Fax: 870-425-5465
____________________________________________________________________________________________________________
HIPAA PRIVACY NOTICE ACKNOWLEDGEMENT
Patient Name (please print): _____________________________________________________________________________
				Last				First				MI

Date of Birth: _______________________  SSN: _________________________ MRN: ____________________________
											For Internal Use Only	

Date: __________________________________ Patient Signature: ____________________________________________
						Or Legal Representative Signature

						
State Capacity, if Legal Representative: __________________________________________________________________
AUTHORIZATION TO DISCLOSE HEALTHCARE INFORMATION
King Dermatology may disclose your medical records only for the following reasons: treatment, payment, and healthcare operations as directed in our Notice of Privacy Practices. 
With whom may we share information about your health? Please list below.

Note: In order for King Dermatology to disclose your Private Health Information (PHI), the requestor listed must be able to provide two (2) of the three (3) identifiers listed below:

1. Last 4 digits of patient’s SSN		2.   Patient’s Date of Birth		3.   Patient’s Zip Code

Name				Relationship to You	Telephone Number	May Discuss		May Discuss
										Diagnosis/Treatment	Billing Info
__________________________ ___________________ __________________	    Yes     No		  Yes   No
__________________________ ___________________ __________________        Yes     No		  Yes   No
__________________________ ___________________ __________________	    Yes     No	                 Yes  No
__________________________ ___________________ __________________        Yes     No 	                 Yes   No
I understand that it is my responsibility to update this list in order to keep accurate those persons authorized to discuss and use the patient’s healthcare information. 
Patient/Legal Representative Signature: ___________________________________________ Date: ________________
If Legal Representative, explain the capacity: ____________________________________________________________
For Internal Use Only
Lack of Patient Acknowledgement:
Date:					Reason:					Staff Signature:

