
MINDEN PHYSICIAN PRACTICES, LLC 

HIPPA ACKNOWLEDGEMENTOF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

Our Notice of Privacy Practices provides information about how we may use and disclose protected 
health information (PHI) about you. The Notice contains a Patient Rights section describing your rights 
under law. You have the right to review our Notice before signing this acknowledgement. The terms of 
our Notice may change; if we change our notice the next time you are treated at our office. 

 

The practice provides this form to comply with the Health Portability and  
Accountability Act of 1996. (HIPPA) 

The patient understands that: 

• The practice has a Notice of Privacy Practices and that the patient has the opportunity to review 
this notice. 

• Protected health information may be disclosed or used for treatment, payment, or health care 
operations. 

• The practice reserves the right to change the notice of privacy practices.  

 

I acknowledge receipt of the Notice of Privacy Practices. 

 

________________________________________ 

PRINTED NAME IF PATEINT OR REPRESENTATIVE 

________________________________________  ____________________ 

SIGNATURE       DATE 

 

Relationship to Patient (IF OTHER THAN PATIENT) __________________________ 

□ CHECK IF PATIENT REFUSED TO TAKE A COPY OF THE NOTICE OF PRIVACY PRACTICES. 

Witness_____________________________________ 

 PRINTED NAME-PRACTICE REPRENSENTATIVE 

Witness_____________________________________  ____________________  

 SIGNATURE      DATE 

STATE REASON FOR REFUSAL, IF KNOWN: 


