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RIVERSIDE

Hearing Services

14600 King Road, Suite D Office (734) 486-4444
Riverview, MI 48193 FAX (734) 486-5555

PLEASE READ CAREFULLY AND SIGN BELOW

I give permission to Riverside Hearing Services to release information, verbal and written,
contained in my medical record and other related information, to my insurance company,
related healthcare providers, assignees and/or beneficiaries and all other related persons.
Information without patient identifiers may be used for quality purposes.

Initial to refuse permission to release records.

In compliance with HIPAA regulations, we are required to have confirmation that you have
been offered a written copy of Riverside Hearing Services Notice of Privacy Practices. This
form will be kept in your chart and will allow us to be compliant with HIPAA regulations, as
required by law.

Please tell us how you wish to be contacted. Check ALL that apply.

Oral Communications

____ Home telephone __ OKto leave message with detailed information
C ) __Leave message with call back number only

___ Work telephone __ OKto leave message with detailed information
C ) __Leave message with call back number only

Please tell us who we are allowed to discuss and/or disclose your personal health information
with. This may include test results, hearing aid (s) information, etc. Check ALL that apply.

___No one but myself

___Spouse Name
___Adult Children Name
____ Parents Name
___Personal Representative Name

I have been given an opportunity to review a copy of Riverside Hearing Services Notice of
the Privacy Practices as set forth by HIPAA regulations.

Patient or Legal
Guardian Signature Date:




