
 

 
 
 

Dr. Patricia Mcilrath, DPM 
 

Privacy Information Preferences 
 

1.  Do you want to be exempt from any public reporting?             Yes     No  
2. May we send mail to the address on file?                    Yes       No 
3. May we call the phone number on file?               Yes     No 
4. May we leave a voicemail?         Yes      No 
5. Will you allow internet delivery reminders like email?        Yes     No 
6. Who can we leave messages with?  

                                              ______________________________      No one __________ 
 
 
 
Primary Care Doctor ( Doctor Primario)      ________________________________________ 
Date last seen by Primary Doctor  ( ultima fetcha que miro doctor) ______________________ 
 
 
 
ACKNOWLEDGMENT RECEIPT OF NOTICE OF PRIVACY PRACTICES 
I acknowledge that I was provided or offered the opportunity to receive a copy of the Notice of 
Privacy Practices and that I have read or had the opportunity to read this notice if I so chose 
and understand the Notice. 
 
 
 
 
 
 
 
 
_______________________________                      _____________________________ 
Patient Name (please print)                                        Parent of Authorized Representative 
 
 
_______________________________                       ______________________________ 
Signature                                                                     Date 
 


