LIBERTY FAMILY MEDICINE LLC

Acknowledgement of Receipt of Notice of Privacy Practices

Patient /Patient’s legal representative check item:
___lhave receive a copy of the Notice of Privacy Practices
___l have previously received a copy of the Notice of Privacy Practices

____ldo not want a copy of the Notice of Privacy Practices

Patient name (please print) Date of birth

Patient/Patient’s representative signature Today’s date

Relationship to Patient



