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ACKNOWLEDGMENT OF RECEIPT
NOTICE OF PRIVACY PRACTICES



Patient Name:  ____________________________Date of Birth:  ___________


I acknowledge that I have received a copy of Scenic Bluffs Community Health Centers’ Notice of Privacy Practices.


________________________________________________
Printed Name of Person Signing

Relationship (circle one):  SELF		    PARENT		LEGAL GUARDIAN


_____________________________________             __________________
Signature								Date
 (
Last Updated  11/28/11    S:\!Document Folder\Binders Policy and Procedures\Intake Registration\Bubble Group Work_ Nov. 2011
) (
Turn
) (
Last Updated  11/28/11    S:\!Document Folder\Binders Policy and Procedures\Intake Registration\Bubble Group Work_ Nov. 2011
) (
Turn
)


Last Updated 12/12/11      S:\!Document Folder\Binders Policy and Procedures\Intake Registration\ Dec. 2011

image1.jpeg
(S"cenic Bluffs
Community Health Centers





