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FPAIN MANAGEMENT ASSOCIATES » KC PAIN CENTERS
4911 Arrowhead Dr., Suite 300
Independence, MO 60455

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| hereby acknowledge receipi of the Notice of Privacy Practices from Pain Management Associales.

Signature of Patient/Authorized Representative Date

Printed Name of Patient/Authorized Representative Date

It Authorized Representative, Relationship to Patient:

Unalle to obtain acknowledgement of receipt of Notice of Privacy Practices
because:

PMA staff signature (if unable to obtain acknowledgement) Date

**Any additional persons you would like to list for our office to have permission to speak to MUST BE listed below
{re: treatment, medications, test results, etc.)

Name Relationship to Patient
2.

Name Relationship to Patient
3.

Narme Relationship to Patient

I authorize Pain Emgmmmama }mwoo_mﬁmm to use an m:_oamﬁmn ﬁmﬁmu_._o_..m system andfor m_mn:.u_.__n mail and o use my name,

address and phone number; the name of my scheduled trealing physician; and, the time and place of my scheduled
appointment(s), for the limited purpose of contacting me to notify me of a pending appointment or other healthcare related
communications. | also authorize Pain Management Associates to disclose to third parties who answer my phone limited
protected health information regarding pending appointments, and to leave a reminder message on my voice mail system or

answering machine.

Fatient Signature Date
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