
	
  
	
  
	
  
	
  
ACKNOWLEDGEMENT	
  OF	
  RECEIPT	
  OF	
  NOTICE	
  OF	
  PRIVACY	
  PRACTICES	
  
	
  
By	
  signing	
  below,	
  I	
  acknowledge	
  that	
  I	
  received	
  a	
  copy	
  of	
  Marietta	
  Hearing	
  Center’s	
  
Notice	
  of	
  Privacy	
  Practices.	
  	
  The	
  Notice	
  provides	
  information	
  about	
  how	
  we	
  may	
  use	
  and	
  
disclose	
  the	
  medical	
  information	
  that	
  we	
  maintain	
  about	
  you.	
  	
  We	
  encourage	
  you	
  to	
  read	
  
the	
  full	
  Notice.	
  	
  I	
  understand	
  that	
  a	
  copy	
  of	
  the	
  current	
  Notice	
  will	
  be	
  posted	
  in	
  the	
  
reception	
  area,	
  the	
  website	
  (if	
  applicable)	
  and	
  that	
  any	
  revised	
  Notice	
  of	
  Privacy	
  
Practices	
  will	
  be	
  made	
  available.	
  
	
  
	
  
___________________________________________________________	
   	
   ________________________	
  
	
  
Printed	
  name	
  of	
  patient	
  or	
  personal	
  representative	
   	
   Date	
  
	
  
___________________________________________________________	
   	
   ________________________	
  
	
  
Signature	
  of	
  patient	
  or	
  personal	
  representative	
   	
   	
   Date	
  
	
  


