
ACKNOWLEDGEMENT 

Patient Rights and Privacy Policy 

 

I have received the Notice of Privacy Practices and a copy of the Patient 

Rights, and have been provided an opportunity to review them. 

 

Name: _________________________________________________ 

Birthdate:_______________________________________________ 

Signature________________________________ Date___________ 

 

I understand if I refuse to sign this, the office reserves the right to 

refuse medical treatment. 


	Name: 
	Birthdate: 
	Date: 


