
 
 
 



ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

 
I acknowledge that I have been provided with the Notice of Privacy Practices (Notice); 

• The Notice tells me how Morgan Family Medicine PLLC (The Practice) will use protected 
health information for the purposes of treatment, payment for treatment, and health 
care operations 

• The Notice explains in more detail how the Practice may use and share protected health 
information for other than treatment, payment, and health care operations. 

• The Practice will also use and share protected health information as permitted or 
required by law. 

• If I am a patient receiving health services at the Practice, I consent to the Practice using 
and disclosing my protected health information contained in my treatment records by 
the Practice for the purposes detailed in the Practice’s Notice or Privacy Practices. 

•  
Patient’s Name (print)_________________________________________________________________ 
 
Patient’s Date of Birth _________________________________________________________________ 
 
This form must be signed by either the patient or by the patient’s personal representative. 
If this form is signed by the patient’s personal representative, please provide a copy of the document 
naming the personal representative and provide a description of the personal representative’s authority 
to act on behalf of the patient: __________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
___________________________________________________                 _________________________ 
Signature of Patient or Patient’s Personal Representative                           Date 
 
Current Contact Information for Patient or Personal Representative signing this form 
 
Name (print)_________________________________________________________________________ 
 
Address _____________________________________________________________________________ 
 
Telephone Number ____________________________________________________________________ 
FOR PRACTICE USE ONLY 
I attempted to obtain the signature of the patient or representative but did not because: 
_____ It was emergency treatment 
_____ I could not communicate with the patient 
_____ The patient refused to sign 
_____ The patient was unable to sign because ______________________________________________ 
Staff signature_____________________________________________ Date_______________________ 

 



MORGAN FAMILY MEDICINE 
 

Authorization to release information  
 

Patient Name: ____________________________________________   DOB: _____________________ 
 
 
 
I hereby authorize confidential communications from the physicians or staff of Morgan Family Medicine 
regarding my health, care, treatments, appointments, prescriptions, etc. to be received at any of the 
numbers given below.  I authorize the staff to leave messages on the voicemail or with the individual 
who answers the phone at any of the below numbers; 
 
Home Phone: ________________ Work Phone: __________________   Cell Phone: ________________ 
 
Other: ___________________ 
 
I authorize the following individuals to call the office on my behalf to verify the status or appointments, 
treatment plan, medications, and account information.  These individuals may also pick up prescriptions 
or samples that I have requested: 
 
Name: _______________________________________   Relation: ______________________ 
 
Name: _______________________________________   Relation: ______________________ 
 
Name: _______________________________________   Relation: ______________________ 
 
Name: _______________________________________   Relation: ______________________ 
 
 
 
I understand this authorization will remain in effect until I revoke the authorization in writing.   
 
 
 
_____________________________________________________    _________________________ 
Patient Signature                                                                                         Date 
 

 
 
 
 
 
 
 
 



 
 

DISCLOSURE OF PHYSICIAN OWNERSHIP 
NOTICE TO PATIENTS 

 
Please carefully review the information contained in this notice. 

 
As a prospective patient of Community Hospital or Northwest Surgical Hospital, we are pleased to 
inform you of the following: 
 

1. Dr. Angela Morgan, MD has an ownership interest in Community Hospital and Northwest 
Surgical Hospital. 

 
2. In addition, other physicians that may treat you at the hospital may have an ownership interest 

in the hospital. 
 

3. You have the right to choose the provider of your health care services.  Therefore, you have the 
option to use a healthcare facility other than Community Hospital or Northwest Surgical 
Hospital.  You will not be treated differently by your physician if you choose to use a different 
facility.  If desired, your physician can provide information about alternative providers. 
 

We welcome you as a patient and value our relationship with you.  If you have any questions concerning 
this notice, please feel free to ask your physician or any representative of Community Hospital or 
Northwest Surgical Hospital.   For a full list of our physician owners and additional information about our 
healthcare facilities, please visit our website at communityhospitalokc.com or nwsurgicalokc.com. 
 
By signing this Disclosure of Physician Ownership, you acknowledge that you have read and understand 
the foregoing notice and hereby understand that your physician has an ownership interest in 
Community Hospital and Northwest Surgical Hospital. 
 
 
 
____________________________________                    _______________________________________ 
Signature of Patient                                                                Signature or Parent or Guardian 
                   (if applicable) 
 
_____________________________________                  _______________________________________ 
Print Name of Patient                 Print Name of Parent or Guardian 
 
 
_______________________ 
Date 
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