Acknowledgement and Receipt of Privacy Practices 
This lactation consultation practice is required by US federal law to maintain our patients’ privacy and provide them with access to the notice of our legal duties and privacy practices with respect to protected health information (PHI). Your signature below hereby acknowledges that you have reviewed out HIPPA Notice of Privacy Practices document and understand that you may obtain a copy for your records upon request:
	Printed Name:   Click here to enter text.
	Signature: Click here to enter text.
	Today’s Date: Click here to enter text.
I hereby give Lactation Consultants of Atlanta Inc. permission to discuss information about this consultation and any follow up care with the below named person(s):
[bookmark: _GoBack]	Name: Click here to enter text.	
Relationship: Click here to enter text. 
I hereby give Lactation Consultants of Atlanta Inc. permission to contact me via the following ways to discuss my or my child’s health information or follow up care:
☐ Leave messages on my answer machine or voicemail 
☐ Send an email  	Email Address: Click here to enter text.
☐ Text 		Cell Phone Number: Click here to enter text.
☐ I hereby give Lactation Consultants of Atlanta Inc. permission to conduct a consultation via telehealth options, video conferencing and/or telephone conferencing. Reasonable and appropriate efforts have been made to eliminate any confidentiality risks associated with telehealth consultation, and all existing confidentiality protections under the federal and Georgia state law apply to information disclosed during this telehealth consultation.  (You must check this box if you are registered for a teleconference.)
☐ I hereby give Lactation Consultants of Atlanta Inc. consent and authorize staff and/or interns to observe consults in purposes of education, training, and/or quality of service.
OFFICE USE ONLY
I attempted to obtain the patients signature in acknowledgement on this Notice of Privacy Practices Acknowledgement, but was unable to do so as documented below.
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