C&M Medical Services, LL 6
Patient Information Packe

Acknowledgement of Receipt of Notice of Privacy Practices

Please print, sign your name and provide the date below to acknowledge that you have receivedour
Notice of Privacy Practices

Printed name of patients or patient’s representative

Signature of patient or patient’s representative

Date:

If the above signature is that of a patient’s representative, complete the following;

Printed name of patient

Patient representative’s authority (relationship to patient) toact for the patient



