Patient Notification: Healthcare Privacy
Compliance

Date: [Insert Date]
Dear [Patient's Name],

We are committed to protecting your privacy and ensuring the confidentiality of your medical
information. In compliance with the Health Insurance Portability and Accountability Act
(HIPAA) and other relevant privacy regulations, we are notifying you about our policies and
practices regarding your protected health information (PHI).

As a patient of [Healthcare Provider's Name], you have the right to:

Receive a copy of our Notice of Privacy Practices.

Access and amend your health records.

Request restrictions on certain uses and disclosures of your health information.
Authorize or deny the sharing of your information with others.

We want to assure you that any information shared with our facility will be handled with the
utmost care and confidentiality. For more details, please review our full Privacy Policy available
at [Insert Website URL] or contact our Privacy Officer at [Insert Contact Information].

Thank you for trusting [Healthcare Provider's Name] with your healthcare needs.

Sincerely,

[Your Name]

[Your Title]

[Healthcare Provider's Name]

[Contact Information]



