
 

  
 

 

 

ACKNOWLEDGEMENT - NOTICE OF PRIVACY PRACTICES 
 

The privacy of your protected health information is important to us. We have provided you with a copy of our Notice 
of Privacy Practices. It describes how your health information will be handled and shared by our practice. 

 
I have reviewed the Integrity Orthopedics & Sports Medicine Notice of Privacy Practices. I understand that the terms  
of the Privacy Notice may change, and I may obtain these revised notices by contacting the practice by phone or in 
writing. I understand that I have the right to request an accounting of how my protected health information (PHI) has 
been disclosed. I also have the right to restrict how this information is disclosed; however, I may not agree with these 
restrictions if they affect my care. If Integrity Orthopedics & Sports Medicine agrees to my restrictions on the use of 
PHI, it is bound by that agreement. I have read and understand the information provided above. 

 
     _______________________________________________________________________________________________  

        Patient/Responsible Party Signature                                          Date 

 
  


