
 

 

 

 

 

 

 

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

 

                    I acknowledge that I have received the HIPPA Notice of Privacy Practices. 

 

 

 

 

                     _____________________________                    

                     Print name of patient                                                             

 

 

 

 

                     _____________________________                    ______________________ 

                     Signature of patient or    Date 

                     Patient’s representative                                                                                                                                                                     

 

 

 

 

         _____________________________ 

          Print name of person signing if different 

          than patient 

           

 

 

 

          ______________________________ 

         If person signing is a representative, describe 

         the basis for the patient’s authority to sign 

         on behalf of patient.  

 

 

 

 

 

                            

 


