ACKNOWLEDGMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES

I acknowledge that I have received the Notice of Privacy Practices. I understand that you may use or disclose my health information to provide me with appointment reminders (such as postcards, letters or voice mail messages).

_____________________________________ 

Printed Name of Patient 

_____________________________________

_______________

Signature of Patient or Legal Representative


Date

______________________________________                   _______________

Printed Name of Legal Representative (if other

Relationship

than patient)
