Notice of Privacy Practices

Acknowledgement of Receipt

I acknowledge that I was provided with a copy of the Notice of Privacy Practices and I have read (or had the opportunity to read, if I so choose) and understood the Notice.
Patient’s Signature  





Date

Parent’s Signature or Authorized Representative (if Needed)
Please list the names of people you wish to receive your test results:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please initial the box if we can leave results on your answering machine ⁪
