


ACKNOWLEDGEMENT OF RECEIPT 
OF 

NOTICE OF USES AND DISCLOSURES 
OF PROTECTED HEALTH INFORMATION 

FOR 
 

ORTHOPEDIC ASSOCIATES OF HAWAII, LLP 
 
 

 
I hereby acknowledge that I received from Orthopedic Associates of Hawaii, LLP a copy of their 
Notice of Uses and Disclosures of Protected Health Information that details their Privacy Policy 
as required by the Health Information Portability and Accountability Act (“HIPAA”). 
 
 
 
        ______________________________ 
        Print Your Name 
 
 
        ______________________________ 
        Signed 
 
 
        ______________________________ 
        Relationship to Patient 
 
 
        Date: _________________________ 



 
 
 

Orthopedic Associates of Hawaii is in the process of implementing ePrescribing 
in each of our offices. 
 
ePrescribing is a federally mandated intiative that requires all physicians 
prescribe in this manner by 2011. 
 
ePrescribing software sends prescriptions over the internet to your pharmacy in a 
safe, secure way, through the same technology used by credit card companies.  
This helps protect the privacy of your personal information. 
 
ePrescribing software also lets your doctor see important information – like drug 
interactions and your prescription history. 
 
The benefit to you: 
 

• Less confusion over handwritten prescriptions or unclear phone calls 
• Reduced possibility of medical errors 
• Less chance of adverse drug reactions 
• Fewer trips to drop off at the pharmacy 
• A safer, faster, easier way to get your prescriptions filled 

 
Patient Consent 
 
I agree that Orthopedic Associates of Hawaii may request and use my 
prescription medication history from other healthcare providers or third party 
pharmacy benefit payors for treatment purposes. 
 
 
 
_____________________________________   ________________ 
Patient Signature       Date 


	OAHI registration form
	OAHI Privacy Notice Receipt
	ePrescribing Consent Form

