Healthy Living Medical Notice of Privacy Practices
Acknowledgement Form
As a patient of Healthy Living Medical, you have been provided with your Notice of Privacy Practices.  The Notice is provided to you in compliance with the Health Insurance Portability Accountability Act (HIPAA).  Please take time to review.  
To help us further comply with this federal legislation, we ask that you sign this Acknowledgement Form.  The Department of Health and Human Services requires that we ask for your signature to acknowledge that you have received your Notice of Privacy Practices.  Your signature confirms that we have provided you with a copy of our Notice.  
I hereby acknowledge receipt of the Notice of Privacy Practices.  

___________________________________ 
Print Patient Name

[bookmark: _GoBack]________________________________             _______________________________________
Signature of Patient                                                Signature of Legal Representative, if not patient   

________________      
 Today’s Date       






To be completed only if no signature is obtained.  If it is not possible to obtain patient acknowledgement, describe the good faith efforts made to obtain the individuals acknowledgment, and the reason why acknowledgement was not obtained.  
Handed to Patient:   Yes / No        Patient refused to Sign:  Yes / No            Other: _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________
