
 
 
 

WRITTEN ACKNOWLEDGEMENT 
 

 
          I acknowledge that I have reviewed the Notice of Privacy Practices, which 
provides a description of information used, and disclosures.   I understand that I 
have the right to request restrictions as to how my health information may be 
used or disclosed and that the organization is not required to agree to the 
restrictions I request. 
 
 
 

Name of Patient (please Print) 
 
 
 
 

Signature of Patient or   Legal Representative Witness 
 
 

Date  


