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PRIVACY PRACTICES ACKNOWLEDGEMENT AND REQUESTED RESTRICTIONS.   

 

 By signing below, you acknowledge that you have been given an opportunity to request or review 

a copy of our Notice of Privacy Practices which describes how medical information about you may be 

used and disclosed and how you can get access to that information. 

 

If you have any specific restrictions you would like to place on the use and/or disclosure of your 

information, please list below:  

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 
 

_____________________________________________________________________________________ 
 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

 

 

 

Patient Name:      _____________________________________ 

                       (Please Sign Name) 

 

 

 

 

Patient Date of Birth:   _______________________________ 
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