
HIPAA RELEASE FORM
1 5 4 0  S U N D AY  D R I V E

R A L E I G H ,  N C  2 7 6 0 7 - 6 0 0 0

T E L  9 1 9 - 7 8 2 - 3 4 5 6

F A X  9 1 9 - 7 8 7 - 7 5 5 2

www.raleighneurology.com

Raleigh Neurology Associates, PA has informed me of my rights under the Health Insurance Portability and Accountability Act (HIPAA). I have 

read the information and understand the law and my rights.

Patient Name ______________________________________________________________________________

Patient/Guardian’s Signature _______________________________________________________________ Date ___________________________________________

Raleigh Neurology Witness’s Signature ______________________________________________________ Date ___________________________________________


