
 

CONNECTICUT EAR, NOSE & THROAT, SINUS & ALLERGY SPECIALISTS, P.C. 

DANA K. CIPRIANO, PRACTICE ADMINISTRATOR  (203) 574-3777 Ext. 121 

 

Acknowledgment of Receipt of Notice of Privacy Practices 
 

 

Name of Patient:   ____________________________________________ 

 

I hereby acknowledge that I received a copy of CT Ear, Nose & Throat medical practice’s Notice of Privacy 

Practices. I further acknowledge that a copy of the current notice is posted in the reception area, and that I may 

request a copy of any amended Notice of Privacy Practices at each appointment. 

 

Signed:  ______________________________________  Date: ___________________________ 

 

Print Name: ___________________________________  Telephone:  ______________________ 

 

If not signed by the patient, please indicate your relationship to the patient:______________________ 

 

******************************************************************************************** 

PATIENT RECORD OF DISCLOSURE OF PROTECTED HEALTH INFORMATION LOG 

 

I wish to be contacted in the following manner for my appointments by: Home Number__________________ 

                                                                                                                                        Cell Phone_____________________ 

                                                                                                                           Work Number__________________ 

                                                                                                                               

******************************************************************************************** 

CONNECTICUT EAR, NOSE & THROAT, SINUS & ALLERGY SPECIALISTS, PC. 

One Exchange Place Building, 3
rd

 Floor, 21 West Main Street, Waterbury, CT 06702 

 
Request for Special Privacy Protections and Release Disclosure and/or Restrict Disclosure 

 
As required by the Health Insurance Portability and Accounting Act of 1996, you have a right to request that we 

release or restrict your protected health information with respect to treatment, payment and health care operations 

to members of your immediate family, spouse, guardian or any other person(s) that you identify who are involved 

in your care or payment for your care, or to notify or assist in notifying those individuals of your location, general 

condition or death. 

____________________________           ______________________           _____________________ 
             Print patient’s name                                                    Date of Birth                                          Today’s date 

 

 I do want my health information to be disclosed to the following: 

      I do not want my health information to be disclosed to the following: 

 
Name    Relationship               Address    Phone No. 

  

___________________________________________________________________________________ 

 
__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 
 

***************************************************************************************************************** 

For Office Use Only: 

 Signed form received by: ________________________________  Date:_________________________ 

     Employee signature 

 Acknowledgment refused: 

 

Efforts to obtain:      Reasons for refusal: 

 _______________________________   _______________________________ 

_______________________________   _______________________________  
            Rev. 4/06 


