Acknowledgement Of Receipt Of Notice Of Privacy Practices

Patient Name:

DOB:

I acknowledge that I have reviewed the Notice of Privacy Practices of Amy Norton LAc.,

(Please initial one of the following options and sign below.)
I wish to receive a paper copy of Privacy Notice.
I wish to receive an electronic copy of Privacy Notice.

My Email address is:

I do not request a copy of the Privacy Notice at this time. I acknowledge that I can request
a copy at any time and the Privacy Notice is posted in the office.

Please initial below:
I acknowledge that it is the policy of Amy Norton LAc., to leave reminder
messages on my answering machine or with another person in my home. I may make a

request of an alternative means of communication (within reason) in writing.

I acknowledge that if I should have a problem or question in regard to my rights, I may
speak with the Practitioner about my concerns.

Signature of Patient/Guardian Date

Witness (Office Staff)

Date



