
Center for Prosthetics Orthotics
Patient Registration Form

ACKNOWLEDGEMENT OF RECEIPT OF SUMMARY OF PRIVACY PRACTICES
FROM CENTER FOR PROSTHETICS ORTHOTICS

I certify that I have received a copy of  CPO’s Summary of  Privacy Practices. This Summary of  
Privacy Practices describes the types of  uses and disclosures of  my protected health information 
that might occur in my treatment, payment of  my bills or in the performance of  CPO’s health 
care operations.  This Summary also describes my rights and CPO’s duties with respect to my 
protected health information. The complete Notice of  Privacy Practices is posted in the CPO 
waiting room and on CPO’s website at www.cpo.biz.  A complete copy of  the Notice of  Privacy 
Practices may be requested from the receptionist.

CPO reserves the right to change the privacy practices that are described in the Notice of  Privacy 
Practices.  I may obtain a revised Notice of  Privacy Practices by calling the office and requesting 
a revised copy be sent in the mail, asking for one at the time of  my next appointment, or 
accessing CPO’s website.  

Please sign and date at end of form...
____________________Do not sign here____________________

patient’s signature or personal representative*

RECEIPT OF MEDICARE SUPPLIER STANDARDS DOCUMENTATION

I have received a copy of  the CMS MEDICARE DMEPOS SUPPLIER STANDARDS, which every 
durable medical equipment and prosthetic-orthotic supplier must meet to obtain and retain their 
billing privileges.

Please sign and date at end of form...
____________________Do not sign here____________________

patient’s signature or personal representative*

ACKNOWLEDGEMENT OF RECEIPT OF MESSAGE FROM TRICARE

My signature only acknowledges my receipt of  the Tricare message (if applicable) from CENTER 
FOR PROSTHETICS ORTHOTICS, INC. and does not waive any of  my rights to request a review or 
make me liable for any payment.

Please sign and date at end of form...
____________________Do not sign here____________________

patient’s signature or personal representative*



PRIVACY RESTRICTIONS
 
Please check off:

☐ do not phone at home

☐ send all mail to alternate address

☐ do not leave messages on answering machine or voice mail

	 ☐ at home

	 ☐ on cell

☐ do not leave message with individual other than patient

☐ do not mail reminder postcards

☐ other privacy request

☐ restrict communication to the following individuals regarding my treatment 
	 and/or appointments. (ok to speak with )

	 Name: ____________________________________________    Relationship: __________________    

	 Name: ____________________________________________    Relationship: __________________

	 Name: ____________________________________________    Relationship: __________________    

I have read and understand Privacy Practices; Medicare Supplier Standards (copy received); 
Privacy Restrictions and Tricare message (if applicable).

SIGNATURE: _______________________________________________________     DATE: ______ /______ /_________

Note: If patient is unable to sign, please complete the following:

authorized patient representative documentation

I, _______________________, have signed as patient representative for ________________________.

Reason patient is unable to sign: __________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

representative name

signature of patient representative

street address

relationship

city, state and zip

phone with area code

patient name

typing your full name here acts as a digital signature
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