
 
 
 

REQUEST TO PROVIDE NOTICE OF 
PRIVACY PRACTICES BY E-MAIL 

 
 
(Name of Patient) hereby agrees to receive any copies and/or updates 
of St. Francis Hospital and Health Centers Notice of Privacy Practices 
by e-mail. 
 
 
 
 
 
 
 
__________________________________ ________________________________ 
Patient’s Signature    Date 
 
 
 
__________________________________ ________________________________ 
Patient’s Printed Name   Witness’s Signature 
 
 
 
       ________________________________ 
       Witness’s Printed Name 


