WILLIAM A. INGRAM, MD PC

18015 Oak Street, Suite B

Omaha, NE  68130

Telephone: (402)991-1975

Fax: (402)991-1974
PERMISSION/REVOCATION of Access to Personal Health Information (PHI) by someone other than patient
________________________________________________ hereby

(Patient / Patient Representative)

Check one:

 FORMCHECKBOX 
  Permits 





 FORMCHECKBOX 
  Revokes

The following person(s) access to protected health information from William A. Ingram MD PC:

Patient Name:
___________________________________________

Patient Date of Birth:___________________________________________

 FORMCHECKBOX 
  Family (Specify) 
_____________________________________

 FORMCHECKBOX 
  Attorney (Specify)
_____________________________________
 FORMCHECKBOX 
  Employer (Specify)_____________________________________

 FORMCHECKBOX 
  Other (Specify)
_____________________________________

I acknowledge that I have been given the opportunity to review or receive a copy of the Notice of Privacy Practices Regarding HIPAA/PHI.
____________________________________________________
Signature of Patient / Patient’s representative 

____________________________________________________

_______________
Printed Name of Patient / Patient’s representative and relationship


Date

FOR WILLIAM A. INGRAM MD PC USE:

Received by:  _____________________ (Employee Initials)

MR #:              _____________________

DATE:  ____________


