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Patient or Legal 

Representative refused to 
sign/complete this document. 

 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES 

 

I, _________________________, _______________ hereby acknowledge that I have been offered a copy  
                 (Patient’s name)                       (date of birth) 

of the Hudson Headwaters Health Network (HHHN) Notice of Privacy Practices. I understand that the Notice 

of Privacy Practices sets forth my rights relating to the use and disclosure of my personal health information 

and explains how HHHN may use and/or disclose my personal health information both with and without my 

authorization. I further understand that HHHN reserves the right to change its privacy practices at any time. 

In the event of a change, a copy will be posted in a prominent location in the practice site, or upon my 

request, a copy will be sent to the address I have provided. 

 

I understand that as part of my health care, HHHN originates and maintains paper and/or electronic records 

describing health history, symptoms, examination and test results, diagnoses, treatment, as well as plans 

for future care or treatment. I understand that this information serves as: 

 

➢ A basis for planning my care and treatment. 

➢ A means to facilitate coordination of care among the health professionals, including referrals, who 

contribute to my care. 

➢ A source of information for applying my diagnosis and surgical information to my bill. 

➢ A means by which a third-party payer can verify that services billed were actually provided. 

➢ A tool for healthcare options of HHHN such as assessing quality of care and reviewing competence 

of healthcare professionals. 

 

I understand that HHHN may send test results and correspondences associated with my care to the address 

I have provided. HHHN may also leave messages at the telephone numbers I have provided either to 

confirm appointments or to request I call on medical, dental, or billing items.  

 

If you require a restriction on the above, please see a staff member at the front desk. 

 

 

 

 

__________________________________________  _____________________________ _________________ 

Signature of Patient or Representative   Print Name    Date 

Authorized by Law 



Last updated: 3/20/2023 

 

 
Patient or Legal 

Representative refused to 
sign/complete this document. 

 

ASSIGNMENT OF BENEFITS 

 

I, _________________________, _______________ understand that my health information may be used 
                 (Patient’s name)                       (date of birth) 

or disclosed for the purposes of treatment, payment, and operations in accordance with state and federal 

regulations for privacy and security. I understand that this may include disclosures of information to my 

insurance carrier(s), including Medicare, private insurance, and any other health/medical plan, to issue 

payment directly to the Network for medical services rendered to myself and/or my dependents.  

 

I request that payment of authorized medical benefits is made on my behalf directly to Hudson Headwaters 

Health Network (HHHN). I understand that I am financially responsible to the organization for any charges 

not covered by health care benefits. It is my responsibility to notify the organization of any changes in my 

health care coverage. In some cases, exact insurance benefits cannot be determined until the insurance 

company receives the claim. I am responsible for the entire bill or balance of the bill as determined by HHHN 

and/or my health care insurer if the submitted claims or any part of them are denied for payment. I 

understand that by signing this form, I am accepting financial responsibility as explained above for all 

payment for products and services received. 

 

I understand that refusal to sign this form prohibits Hudson Headwaters Health Network from billing my 

health care insurer and that I will be personally responsible for any charges associated with any service(s) 

rendered.  

 

This assignment will remain in effect until revoked by me in writing and is not invalidated by any changes in 

my health care insurance plan or health care insurer. A photocopy of this assignment is to be considered 

as valid as an original. 

 

 

 

__________________________________________  _____________________________ _________________ 

Signature of Patient or Representative   Print Name    Date 

Authorized by Law 
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