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*You May Refuse to Sign This Acknowledgement

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF

PRIVACY PRACTICES
  _____________________________________________________________________________________________________________________

I, __________________________________, have received a copy of this office's Notice of 

Privacy Practices.

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

______________________________________________________

______________________________________________________

First Name Last Name

FOR OFFICE USE ONLY 

Signature

Date

We attempt to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but

acknowledgement could not be obtained because:

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgment

An emergency situation prevented us from obtaining acknowledgment
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All Rights Reserved 

This Form is educational only, does not constitued legl advice, and covers only

federal, not state, law August 14, 2002)

Other (Please Specify)
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NOTICE OF PRIVACY POLICY

Our Legal Duty  

We are required by applicable federal and state law to maintain the privacy of your health
information. We are also required to give you this Notice about our privacy practices, our legal
duties , and your rights concerning your health information.  

We reserve the right to change our privacy practices and the terms of this Notice at tany time,
provide such chances are permitted by applicable law.  

Uses and Disclosures of Health Information.  

We use and disclose health information about you for treatment, payment and healthcare
operations.  

Treatment: We may use or disclose your health information to a physician or other healthcare
provider providing treatment to you.  

Payments: We use and disclose your health information to obtain payment for services we
provide you.  

Healthcare Operations: Healthcare operations include quality assessment and improvement
activities, reviewing the competence of qualifications of healthcare professionals, evaluation
practitioner and provider performance., conducting training programs, accreditations, certification,
licensing or credentialing activities.  

Your Authorization: In addition to our use of your health information for treatment, payment or
healthcare operations may give us written authorization to use your health information or to
disclose it to anyone for any purpose.  

To Your Family and Friends: We must disclose your health information to you, as described in
the Patient Rights section of this Notice.  We may disclose your health information to a family
member, friend, or other person to extent necessary to help your healthcare or with payment for
healthcare, but only if you agree that we may do so.  

Persons involved in Care: We may use or disclose health information to notify, or assist in
notification of family member, your personal representative or another person responsible for
your care, of your location, your general condition or death.  


