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ACKNOWLEDGEMENT OF RECEIPT OX'NOIICE OF PRTVACY PRACTICES

I acknowledge that I have been proviiled the Departrnent of Public Health and social serrrices

@PHSS) Notice of Privacy Practices:

o It tells me how DPHSS wilt use my health iuformation for the purposes of my treatmont,

payment for my qeatme[t, and DPHSS healthcare operations'

. it explains in qdre detail how DPHSS may use and share my health information for other

then fiEafuent, palment and healthcare operations.

r It tells me how DPHSS will alto use and share my health information as

required/permitted by law'

.r If I em a DPHSS consumer recoiving health services, I conse,nt to DPHSS using and

disclosing my ffeatuent and medical records maintained by DPHSS for the puqloses

detailed iu tho Notice of Privaoy Practices.

ffiof patieut @arentrlegal Guardian if minor)

Signatr,re tif Patient (ParetrUl-€gal Guardian if miaor) Date

Witness Date

Date
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