
 
______________________________________________________________________________________ 
 
 

ACKNOWLEDGEMENT OF RECEIPT 
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My signature below indicates that I have been provided with a copy of the Notice of Privacy Practices. 
 
 
 
_______________________________________________________  _____________________ 
Signature of Patient/Client or Personal Representative   Date 
 
 
 
Please Print the Name of Patient ___________________________________________________________ 
 
 
 
 
If signed by personal representative, relation to patient: _________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


