[image: M:\LOGOS\Horizontal\Vertical\DC Logo Update Vertical.png]

DERMATOLOGY CONSULTANTS
[bookmark: _GoBack]Receipt of Notice of Privacy Practices
Written Acknowledgement Form

As a patient of Dermatology Consultants, I hereby acknowledge receipt of 
Dermatology Consultants’ Notice of Privacy Practices
Name [print please]: _______________________________________________________
Signature: ________________________________________________________________
Date: ____________________________________________________________________

OR

I am a parent or legal guardian of _______________________________________ [patient name]. I hereby acknowledge receipt of Dermatology Consultants’ Notice of Privacy Practices with respect to the patient.
Name [patient print]: _______________________________________________________
Relationship to Patient  	 Parent 		Legal Guardian
Signature: ________________________________________________________________
Date: ____________________________________________________________________

For office use only:
____ Patient refused or unable to sign
Comments: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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