Acknowledgement of Privacy Practices

By Signing below, I acknowledge that I have been provided with Pennsylvania Union Medical Center’s Notice of Information Practice regarding the use and disclosure of my health information for treatment, payment and healthcare operations according to the said notice.

__________________________________________________
    ________________


Printed Name of Patient or Legal Representative


Date of Birth

__________________________________________________
   ________________


Signature of Patient or Legal Representative



Date

__________________________________________________
   ________________



Witness Signature





Date
