The Institute for
g‘k Respiratory and Sleep Medicine

Acknowledgement of receipt of Notice of Health Information Practices

Patient name: Date of birth: / /

By signing below, | acknowledge that I have received a copy of the Notice of Health Information Practices of The
Institute for Respiratory and Sleep Medicine.

[/

Signature of patient or personal representative Today’s date

Description of personal representative’s authority

Authorization to disclose protected health information

By signing my signature below, | hereby authorize the disclosure of my protected health information to the
person(s} listed below:

Name: Date of birth: / / Relationship:
Name: Date of birth: / / Relationship:
Name: Date of birth: / / Relationship:
Name: Date of birth: / / Relationship:
Patient signature: Date: / /

THIS AUTHORIZATION DOES NOT EXPIRE UNLESS OTHERWISE NOTED

1000 Floral Wale Blvd Howard ). Lee, MD | Richard D. Shusterman, MD 2630 Holme Ave
Suite 125 Bruce D, Dershaw, MD | Peter C, Serpico, DO Suite 104
Yardley, Pa 19067 Rudolf Khusid, MD | Thomas Drames, DO Philadelphia, PA 19152
P:(267) 755-6300 Mitchell D. Jacabs, MD 1| Mark Benjamin, MD P: (215) 332-5095
F: (215) 757-0604 F: {215} 233-8903
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