
 

 
 
 
 
 
Name of Practice:  ______________________________________________ 
 
________________________________________      ____________________ 
Name of Patient (please print)    Date of Birth 
 
 
 
 
 
I hereby acknowledge that I received [insert name of practice/hospital]’s Notice of Privacy 
Practices.     
 
 
 
__________________________________________ _____________________ 
      Signature of patient or patient representative   Date    
 
 

 Acknowledgment of Notice of Privacy Practices 


