




Medical Colleagues of Texas, LLP 

Acknowledgment and Consent of 

Notice of Privacy Practices 

 

I understand that Medical Colleagues of Texas’ Notice of Privacy Practices, which explains how my medical 

information will be used and disclosed, is posted in the waiting room. I understand that I am entitles to receive a 

copy of this document if requested. 

 

Patient Record of Disclosures 

 

Personal Contact Information 

 

Home phone#: __________________________ Cell Phone #: __________________________ 

 

Work Phone #: __________________________ May we leave a message? ____Yes   ____No 

 

Other than yourself, whom may we talk to about or leave medical information with? 

 

Name: _______________________________________ Relationship: _______________________ 

 

Home #: _____________________ Cell #: _____________________Work #: _____________________ 

 

Email Communication Consent 

 

This office has established a practice portal for secure messaging. This allows you to communicate with us for 

reasons such as requesting appointments, requesting refills, billing questions, changing personal information, or 

paying your balance. This method of communication is not appropriate in an emergency, nor is it intended to 

provide medical care via email. Medical questions that require decision making should be addressed during an 

office visit. To begin using these services, you will need to create a secure account on our website. Ask the 

receptionist for a letter with your person pin and detailed information. It is important that you check your email 

for notices from the practice portal regularly. Please be aware that using email without an account through our 

website may not be secure; therefore, we recommend that you only communicate with us through our practice 

portal. 

 

 

 

By signing below, I authorize Medical Colleagues of Texas to use and disclose my medical information for the 

Purpose of Treatment, Payment, and Health Care Operations and agree that Medical Colleagues of Texas may 

send medical related correspondence to me via practice portal if I decide to participate. 

 

_____________________________________________              _______________________ 

Signature of Patient or Authorized Representative                   Date 

 

_____________________________________________              _______________________ 

Printed Name of Patient                                                               Patient’s Date of Birth 

In general, The HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures 

of their protected health information (PHI). The individual is also provided the right to request confidential 

communication or that communication of PHI be made by alternative means, such as leaving a message on 

answering machines, discussing your health information with someone other than yourself, and by 

communicating with you through electronic communication. 
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