






information we disclose about you to someone who is involved in your care or the payment for it, like a family member or friend. 
For example, you could ask that we not use or disclose information about a surgery you had.
We are not required to agree to your request if we do agree, we will comply with your request unless the information is needed to 
provide you emergency treatment or we are required by law to use of disclose the information. To request restrictions, you may 
complete and submit the request for restriction on use disclosure of medical information to a designated privacy official.

Right to Request Confidential Communication: You have the right to request that we communicate with you about medical 
matters in a certain way or at a certain location. For example, you can ask that we only contact you at work or by mail. 
To request confidential communications, you may complete and submit the request for restriction on use disclosure of medical 
information and/or confidential communication to a designated privacy official. We will not ask you the reason for your request. 
We will accommodate all reasonable requests. Your request must specify how or where you wish to be contacted. 

Right to a Paper Copy of This Notice: You have the right to a paper copy of this notice. You may ask us to give you a copy of 
this notice at any time. Even if you have agreed to receive it electronically, you are still entitled to a paper copy. To obtain such a 
copy, please contact our office staff.

CHANGES TO THIS NOTICE 
We reserve the right to change this notice, and to make the revised or changed notice effective for medical information we already 
have about you as well as any information we receive in the future. We will post the current notice I the office with its effective 
date in the top right hand corner. You are entitled to a copy of the notice currently in effect.

COMPLAINTS 
If you believe your privacy rights have been violated, you may file a complaint with our office or the Secretary of the Department 
of Health and Human Services. You will not be penalized for filing a complaint. 
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Patient’s Parent or Guardian Signature

Patient Signatur

Please sign and detatch this acknowledgement form, and bring it with you for your first visit.  Retain the Notice of Privacy Practices portion for your health recrods.

e

Date

Date

Patient Printed Name Date Of Birth

I HAVE READ, FULLY UNDERSTAND AND AGREE TO THE ABOVE STATEMENTS.

OREGON CITY
1510 Division Street, Suite 280, Oregon City, OR 97045

T 503.905.3400  •  F 503.905.3399

CANBY
200 Hazel Dell Way, Suite 202, Canby, OR 97013

T 503.266.8500 • F 503.266.8585


