_| Patient's Signature -

Date of App@rntment

My s;gnature on thzs form acknowledges that | have recei ved 2 copy of Ponsmdutn Cxt}
Health Departments NGUCE of anacy Practnces I understand that thxs document

It have been. prn,vnded with the apportuntfy to dlscuss,concems i may-have- regardrng the |~

: pnvacy of: my health mformanon

Date

Signature'of Patient's Representative = ' - Date

i pamentxc unabletosngn : R . S

70 BE COMPLET‘:D BY HEALTH DEPARTMENT EMPLOY:E IF FORM IS NDT
' SIGNED

|+ this form: -

1.

1. Was the patsem prowded with 2 copy of the agency's Notice of Privacy Practices?
U Yes ONo - .

| 2. Briefly describe efforts made to obtain the" patient’ s acknowledgment of

receipt of the Not»ce and explain why the patient was not able or willing o sign

Signature of Health Department Employee - "y | Date ‘J




