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R E C E I PT  OF  NOT I C E  OF  PR I V AC Y  PR AC T I C E S 

 

 

I acknowledge that I have received a copy of Pottawatomie County Health Department’s 
Notice of Privacy Practices with the effective date of April 14, 2003. 

 

 

 

__________________________________________ ________________________ 
Signature of Patient/Patient Representative  Date 
 
 
__________________________________________          ________________________ 
Signature of Patient/Patient Representative  Date 
PRINT NAME 
 
 
 
_____________________________________ 
Relationship to Patient 
 

 


