








	NOTICE OF PRIVACY PRACTICES
	Indicate any persons authorized to discuss your Protected Health Information with our office or authorized to receive copies of your medical records. Include the persons name and relationship to yourself. Include a start date and an end date to set restr
	NameRelationshipStart DateEnd Date
	_______________________________________________________________
	_______________________________________________________________
	INSURANCE INFORMATION
	IMPORTANT: Complete All Insurance Information Thoroughly
	All Charges are due at the time of service if insurance information is not provided or incomplete. Please provide a drivers license and all insurance coverage cards with your completed information.

