ACKNOWLEDGEMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or had the
opportunity to read if I so chose) and understood the PRIVACY NOTICE.

Date

Patient Name (please print)

Parent or Authorized Representative (if applicable)

Signature

112 North Adelaide Street, Terrell, Texas 75160 (972) 524-3668 (972) 563-2288
1105 Central Expressway North, Medical Office Building 2, Allen Texas 75013 (972) 396-7888



