DIABETES
HEALTH CENTER

A program of Community Health Trust

Acknowledgement of Receipt of Notice of Privacy Practices

Date: Time: a.m./p.m.

Printed Name:

Signature:

(Patient/Representative/Spouse/Financially Responsible Party)

If signed by someone other than the patient, state your legal relationship to the patient:

Confirmacion De Que Ha Recibido Un Documento Sobre Su Derecho A La Privacidad De Su Historia
Medica.

Fecha: Hora: a.m./p.m.

Nombre del Paciente:

(Letra de Imprenta)

Firma:

(Paciente/Representante/ Persona Responsable)

Si este documento lo firma alguien que no sea el/la paciente, especifique su relacion legal con respecto al/el
paciente:
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