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Acknowledgement of Receipt of Notice of Privacy Practices 
 
 

Patient’s Printed Name:  _________________________________________________ 
 
Signature:  ________________________________   Date:  ______________________ 
 
If patient is under 18 years of age or unable to sign, please complete below: 
 
Patient’s Personal Representative   _________________________________________ 
 
Relationship: ________________________________   Date:   ____________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
For office personnel only: 
 
I have made a good faith effort to obtain a written acknowledgement of receipt of the 
Notice of Privacy Practices from the above named patient, but was unable to, for the 
following reason: 
 
⁭   Language Barrier 
⁭   Patient Cannot Read 
⁭   Patient Objects 
⁭   Read Later and Return 
⁭   Unable to Sign 
⁭   Other:  ___________________ 
 
 
Employee Signature:  ____________________________   Date:  ________________ 


