
 
 

860 Route 168  Suite 104  Turnersville, NJ  08012  (609) 929-9343 

 

No�ce of Privacy Prac�ces Pa�ent Acknowledgement  

Pa�ent Name:__________________________________________________________ 

Date of Birth:___________________________________________________________ 

  

I have received this prac�ce’s No�ce of Privacy prac�ces writen in plain language.  The 

No�ce provides in detail the uses and disclosures of my protected health informa�on that may 

be made by this prac�ce, my individual rights, how I may exercise these rights, and the 

prac�ce’s legal du�es with respect to my informa�on.   

 I understand that this prac�ce reserves the right to change the terms of its No�ce of 

Privacy Prac�ces, and to make changes regarding all protected health informa�on resident at, or 

controlled by this prac�ce.  I understand I can obtain this prac�ce’s current no�ce of Privacy 

Prac�ces on Request.   

 

Signature:______________________________________________________________ 

Date:_____________________ 

______________________________________________________________________ 

Rela�onship to pa�ent (if signed by a personal representa�ve of pa�ent) 

 


