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Acknowledgement of Receipt of Notice of Privacy Practices. 
 

 

Name of Patient: __________________________________________________ 

 

 

I, _______________________________________________, acknowledge that I have received a Notice of 

Privacy Practices from the above name. 

 

 

Signature: ________________________________________     Date:_______________ 

 

If a personal representative signs this authorization on behalf of the individual, complete the following: 

 

Personal Representative’s Name: _______________________________________ 

 

Relationship to Individual: ____________________________________________  

 

 

 

***** Please return this acknowledgement form, signed, upon receipt ***** 


