
 
 
 

NOTICE OF PRIVACY PRACTICES 
 
 

I only acknowledge that I have received this document  
(Notice of Privacy Practices) 

 

 

__________________________________ 

Name of Patient 

 

__________________________________ 

Patient’s Signature 

 

__________________________________ 

Date 

__________________________________ 

Witness’s Signature 

 

__________________________________ 

Date 

 

 

 

 

 

 

______________________________________________________________________ 

Reason Given by Patient for Refusing to Sign this Notice 

 

 

 

 

 

___________________________ 

Recorder’s Signature 
 
 
 


