
  C o m f o r t   P r o s t h e t i c s   &   O r t h o t i c s 

 

 Acknowledgement of Receipt of Notice of Privacy Practices 

I have been presented with a copy of the Notice of Privacy PRactices, detailing how my health 
information may be used and disclosed as permitted under federal and state law, and outlining my 
rights regarding my health information. 

 

Signed:___________________________________________________  Date:__________________ 

Relationship (if not signed by patient):_________________________________________________ 

I wish to place the following restrictions on disclosure of my health information: 

________________________________________________________________________________ 

________________________________________________________________________________ 

 


