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Notice of HIPPA Policies and Practices

I, ____________________ have received notice from Jody Pannozzo, Dietitian regarding her policies and practices to protect the privacy of my Protected Health Information.   I agree to read this document and to ask Jody Pannozzo any questions I have regarding this policy.  If I do not ask any questions it will be understood that I am aware of my Protected Health Information and my right under HIPPA.  I also understand that if I am seen at one of the Nationwide Pain Centers location that Jody Pannozzo is a contract employee of the center.  If I am seen as a patient at the centre, Nationwide Pain Centre employees may have access to my name for billing purposes.

Signature of client  ________________________  Date  ________________

Jody Pannozzo Dietitian________________________  Date  ________________


Patient Information Sheet

Patient Name:

Date of Birth:

Current Address with Zip Code:

Telephone Number:

Cell Phone Number:

Email Address:

May we contact you by phone, mail and/or email?

Emergency Contact

Name:

Phone Number:

Please indicate who will be financially responsible for your visits if it is not yourself

Name:

Address:

Phone number:

I understand that I will be billed at a rate of $30 each 15 minutes of consultation and realize that payment is due in full at the time the service is provided.  

Signature  ____________________  Date  ____________________

Referral

Who referred you to this service?

May we contact that person to thank them?


Release of Information

I, ______________________________ hereby authorize Jody Pannozzo to release pertinent treatment information to the following individuals for coordination of care and/or payment.

Please include name and phone number of any therapist, physician or family members whom you would like me to speak with.

1.

2.

3.

I certify that this release has been made freely, voluntarily and without coercion.  This release will remain in effect unless revoked in writing by the above named patient. 

Signature  ____________________  Date  ____________________

