
Ac#no&le)*ement of /eceipt of Privacy Practices 
 
 
I, $$$$$$$$$$$$$$$$$$$$$$$$, have received a copy of Absolute Health Chiropractic, 
P.C.’s Notice of Privacy Practices with an effective date of April , 2@@A. 
 
 
Address of Patient: 

$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$ 

$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$ 

$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$ 

 

 

Signature of Patient 

  

Date 

 

Name of Witness (Printed) $$$$$$$$$$$$$$$$$$$$$$$$$$$$$ 

 

 

Signature of Witness 

  

Date 

 


