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AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS
| hereby authorize to release any information in the course of my treatment or examination to my insurance carrier.
| hereby authorize payment to Physician of Benefits due me for service rendered. | understand that | am responsible for charges

not covered by this authorization.
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NIHON MEDICAL CLINIC S.C.

Privacy Policy Acknowledgement Statement

I hereby acknowledge that | have been made aware that Nihon Clinic has a Privacy Policy
in place in accordance with the Health Insurance Portability and Accountability Act of
1996 (HIPAA).

As a patient of Nihon Clinic, | understand and acknowledge the following:

1. Nihon Clinic has a privacy policy in effect in their offices.

2. Nihon Clinic has made this policy available to me for review, by placing a
complete version in a binder that resides in the waiting room and/or by
placing a poster version in a binder that resides in the waiting room or similar
common area with patient access.

3. Nihon Clinic has made me aware, that as a patient I am entitles to a copy of
this Privacy Policy if | desire a copy for my personal file.

Upon your review of the above statements, please sign at the bottom acknowledging that
you have been advised of the privacy policy implemented by Nihon Clinic, and have read,
understand and acknowledge the form. If you desire a copy of the Privacy Policy, please
request one at this time.

No, | DO NOT want a copy but I acknowledge the Privacy Policy exists.
Yes, | D0 want a copy of the Privacy Policy
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Signature by Guarantor

2010 S Arlington Hts Road, Suite 101, Arlington Hts, IL 60005
TEL: 847-952-8910 FAX: 847-952-0606



	application_chi.pdf
	Privacy Policy Acknowledgement Statement




