
NOTICE OF PRIVACY PRACTICES 
 

PATIENT ACKNOWLEDGEMENT 
 
 
Name: _______________________________________________ 
 
Address: _____________________________________________ 
 
City, State ZIP: ________________________________________ 
 
Phone: _______________________________________________ 

 
 
 

I hereby acknowledge that I have received a copy of the organization's Notice of Privacy Practices. 
 

Patient Name: Patient Date of Birth: Patient Social Security #: 

   

 
 
_________________________________ 
Signature of Patient/Representative 
 
 
_________________________________ 
Relationship of Representative 
 
 
_________________________________ 
Date 
 
 
 
Other persons authorized to receive information about this patient are: 
 
Name       Relationship 
 
 
_______________________________  __________________________ 
 
 
_______________________________  __________________________ 
 
 
_______________________________  __________________________ 
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