
PRIVACY PRACTICE ACKNOWLEDGEMENT 
 
 
 

ACKNOWLEDGEMENT FORM 
 
I have received the Notice of Privacy Practices (posted in the office) and I have been 
provided the opportunity to review it.  This document states that your medical 
information will not be given to anyone without your written permission. 
 
 
 
 
Name (Print):__________________________________  Birth date:_________________ 
 
Signature:_____________________________________  Date:_____________________ 


