
 

ACKNOWLEDGMENT OF RECEIPT OF PRIVACY NOTICE  

 

 

Patient Name   ______________________________________________ 

 

I acknowledge that I have received the Privacy Notice.  

 

X____________________________________ _______________________  

Patient or Personal Representative Signature  

Date X____________________________________  

 

Patient Name  

 

If Personal Representative’s signed above,  

Describe Personal Representative’s relationship to the patient:  

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 


