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VERIFICATION OF NOTICE OF PRIVACY POLICY

Practices.

Signature of Patient/Guarantor

Witness Signature

agree that I have been given a copy of HealthQuest’s Notice of Privacy

Date

Date

If signature was not given, please provide efforts in attempting to obtain signature.

PATIENT RIGHTS AND RESPONSIBILITIES

You have the following rights:

The right to be informed of any treatment risks
that may occur, or possible side effects of
medication.

The right to participate in planning your
treatment program.

The right, to the extent permitted by the law, to
specific  treatment, procedures or
medication, unless there is danger of harm.,

refuse

The right to file a grievance, should you feel you
are treated unfairly.

The right to confidentiality.

The right not to be discriminated against because
of race, religion, sexual preference, age or
disability.

The right to know about any changes made to
clinical staff who are directly involved with your
treatment.

The right to privacy as appropriate to your
treatment setting.

Patient Name:

Your willingness to actively participate in treatment
plays a crucial part in achieving treatment success.
Therefore, you have the following responsibilities:

The responsibility to provide accurate and
complete information as needed for your
treatment planning.

The responsibility to update any changes in
information needed for your treatment planning.
The responsibility to make it known whether or
not you understand your treatment plan.

The responsibility to actively participate in your
treatment.

The responsibility to indicate when you are
unwilling and/or unable to comply with your
treatment plan.

The responsibility for your actions if you refuse
to comply with treatment plan
recommendations.

The responsibility to follow all rules and
regulations established to maintain a safe
treatment environment.

The responsibility to respect the rights and

confidentiality of others.

Date:




