











NOTICE of PRIVACY PRACTICES ACKNOWLEDGEMENT FORM






CLIENT STATEMENT: 

I have been provided with and read a copy of the Notice of Privacy Practices of this clinic.







____________________________________                 	______________________
PATIENT SIGNATURE or PERSONAL REPRESENTATIVE			DATE



____________________________________                 	______________________________
Print name of Patient or Personal Representative				Description of Personal Representative’s Authority







____________________________________                 	______________________
STAFF WITNESS SIGNATURE					DATE




