
 

 

Acknowledgement of Access to Review Notice of Privacy Practices 

 

I understand that I have had the opportunity to review a copy of the office’s HIPAA Notice of 

Privacy Practices and have the ability to request a copy at any time. In addition, I realize that I 

am able to amend my privacy preferences at any time by written request. 

 

 

 

____________________________                                                              _____________ 

Signature of Patient (Guardian)                                                                    Date 


