
Bluestone Health Association, Inc. 
RECEIPT OF NOTICE OF PRIVACY PRACTICES 

Patient Information 
Patient Name  Date of Birth  
Today's Date  Phone Number  
Medical Record # 
(Optional) 

   

Acknowledgement 
I acknowledge that I have received a copy of Bluestone Health Association, Inc.'s Notice of 
Privacy Practices. 

Patient Signature Date 
  

Permission to Discuss Medical Information 
List the individuals with whom Bluestone Health Association, Inc. may discuss your 
medical information. 

Name Date of Birth Relationship Phone Number 
    
    
    

Patient Acknowledgement 
I understand I may update or revoke this permission according to applicable law and 
organizational policy. 

Patient Signature Date 
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