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Acknowledgement of Receipt
of
Notice of Privacy Practices
and

Notice of Patient Rights and Responsibilities

| acknowledge that | 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

RECONSTRUCTIVE SURGERY + SPORTS MEDICINE » PHYSICAL THERAPY « DIABETIC LIMB SALVAGE + ADULT AND PEDIATRIC PODIATRY




