HIPAA Privacy Notice
HIPAA Privacy Notice
Acknowledgment of privacy practices
	Please read carefully
This acknowledgment confirms receipt and understanding of privacy practices related to protected health information.


HIPAA Privacy Notice
I understand that my health information will be handled in accordance with HIPAA regulations. I understand that my information will be kept confidential and shared only as needed for my care, billing, and as required by law.
Acknowledgment
	☐ I acknowledge the HIPAA Privacy Notice.


Signature
	Client / patient name
__________________________________________________________
	Date of birth
__________________________________________________________

	Client / patient signature
__________________________________________________________
	Date signed
__________________________________________________________
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