
Acknowledgement That Notice Of Privacy Practices Was Given

ACKNOWLEDGEMENT THAT NOTICE 
OF PRIVACY PRACTICES WAS GIVEN

1
—
1

THE ALBERT AND JESSIE DANIELSEN INSTITUTE

PATIENT

Name (Last, First Middle) Date of Birth

Client Identifier

I was given a copy of the Notice of Privacy Practices that describes how my information is used and disclosed.

Signature of individual or representative Date(if representative, relation to patient)

ADMINISTRATIVE USE ONLY

If patient declines to sign, staff should document below:  
I provided the Notice of Privacy Practices to the patient or his/her Legally Authorized Representative on this date.

Signature DateTitle

Place completed form in Individual’s Medical Record.

Approved on 3/6/17

185 BAY STATE ROAD, BOSTON, MA 
617-353-3047
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