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ACKNOWLEDGEMENT	  OF	  RECEIPT	  OF	  NOTICE	  OF	  PRIVACY	  PRACTICES	  FOR	  
PROTECTED	  HEALTH	  INFORMATION	  	  

	  
	  
	  

I	  acknowledge	  that	  I	  have	  been	  provided	  with	  a	  copy	  of	  the	  Notice	  of	  Privacy	  
Practices	  For	  Protected	  Health	  Information,	  as	  required	  by	  the	  federal	  government’s	  
HIPAA	  legislation.	  	  
	  
	  
	  
Name	  of	  Patient:	  	  ____________________________________________________________________________	  
	  
	  
____________________________________________________________________	  	  	  	  	  	  	   	  
Signature	  of	  Patient	  (or	  personal	  representative	  of	  patient)	  	  	  
	  
	  
_____________________________________________	   ____________________	  
Printed	  name	  (if	  different	  from	  patient)	  	  	  	  	  	  Relationship	  	  
	  
	  
_________________	  
Date	  


