
Acknowledgment of Receipt of Notice of Privacy Practices
I acknowledge that I have been offered and/or have received a copy of this practice's Notice of Privacy Practices, describing how my
health information may be used and disclosed and how I can access that information.

Patient Full Name * Date of Birth *

Practice / Provider Name *

I received a copy of the Notice of Privacy Practices

Patient was offered the Notice but declined to sign this acknowledgment (staff: describe circumstances below)

Circumstances (if declined)

Authorized Communication (optional)

Individuals authorized to receive information on my behalf

Patient / Representative — Signature (type full name) Relationship to Patient (if not patient)

Date

This is a general-reference acknowledgment template, not legal advice. Actual HIPAA compliance depends on your practice's full Notice of Privacy
Practices, workforce training, and safeguards — consult a compliance professional.
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