
PRIVACY PRACTICES AND RIGHTS AND RESPONSIBILITIES RECEIPT
 
 

 
 
 
 

Acknowledgement of Receipt  
 

of 
 

Notice of Privacy Practices 
 

and 
 

Notice of Patient Rights and Responsibilities 
 
 
 
 

I acknowledge that I was provided a copy of both the Notice of Privacy Practices and Notice of 
Patient Rights and Responsibilities. 
 
 
 
_____________________________________   ________________ 
PATIENT NAME (please print)     DATE 
 
 
 
_______________________________________ 
PARENT OR AUTHORIZED REPRESENTATIVE 
(if applicable, please indicate relationship) 
 
 
 
_______________________________________ 
SIGNATURE 
 
 

 
 


