Coddington Medical Family Practice

Documentation of Good Faith Effort
I authorize CMFP to release health information (not copies of my health record) to the person or persons listed below as I consider them involved in my health care. I understand that I may change this at any time in writing. CMFP will disclose only information that is directly relevant to the person's involvement in my health care or payment relating to my health.
PLEASE MARK ALL THAT APPLY:
___Spouse (name):__________________________ Date of Birth:_________________

___Parents

___Child's Name:___________________________Date of Birth__________________

___Other:___________________________________


Signature of Patient________________________________Date__________________


ACKNOWLEDGMENT OF PRIVACY PRACTICE NOTICE


________________________________________________________________________
Patient's Name (printed)							Date of Birth


________________________________________________________________________
Patient's Signature								Date



Obtained by:____________________________________________________________
		Signature and Title of Clinic Personnel			Date



THANK YOU!
