Johns Creek Surgery, PC

By signing this, I confirm that [ have been offered a copy of Johns Creek Surgery, P.C.’s Notice of Privacy
Practices. 1understand that it is my responsibility as a patient to read the information contained in the
document.

[ understand that I will need to provide a security access code to Johns Creek Surgery, PC in order for Johns
Creek Surgery PC to speak to someone on my behalf about my medical condition, appointment reminders or
billing issues. My security access code is:

Mother’s maiden name —OR —

last 4 digits of my social security number

I understand that anyone calling on my behalf will need to know my security code before any information
including appointment reminders can be discussed with them.

I understand that no information will be released to anyone who cannot provide the security access code that |
have designated.

Signature of Patient/Legal Guardian Date

Signature of JCS employee Date

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of
their protected health information (PHI). The individual is also provided the right to request confidential
communications or that a communication of PHI be made by alternative means, such as correspondence to the
individual’s office instead of their home.

____Home Telephone _ Written Communication
Ok to leave a message with details Ok to mail to my home address
__ Leave message with call-back number only Ok to mail to my work/office address
Ok to fax to this number
__ Work Telephone ___ I give authorization for CSCD to leave message in
_____ OK to leave a message with details my absence with
___ Leave message with call-back number only (indicate relation to patient) for
matters regarding:
___ Cell Telephone ____my appointment reminders
___ OK to leave a message with details ____my account such as billing and amount due
__ Leave message with call-back number only ____my treatment/test results
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