Jefferson

Healthcare Notice of Privacy Practices Acknowledgement

Patient Name: DOB:

By my signature below | acknowledge receipt of the Notice of Privacy Practices.

Patient Signature:

Date / Time:

If patient is unable to sign:

Legal Decision Maker Signature:

Date/Time:

Print Name:

Relationship:

Revision Date: 02/01/2022 Review Date: 01/01/2022
Paper copies of this document may not be current and should be verified before use. The current document can be
found at: Home Health Team Sharepoint



https://jeffersonhc.sharepoint.com/homehealthteam/2020%20Documents/Hospice/Forms/Notice%20of%20Privacy%20Practices%20Acknowledgement%20Form%202-2.docx?web=1

