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PATIENT VERIFICATION OF RECEIPT

My signature below is to verify that I was given a copy of each document
listed below. I understand that I may request a new copy of these documents

at any time.
e Notice of Privacy Practices (HIPAA Notice)
e Patient Rights Notice
e No Show Policy
e Red Flags Rule (Identity Theft) Notice

I may request that these documents be mailed to me in one of the following
alternative formats:

e Large Print

e Audio (tape or CD recording at the discretion of the health
center)

Print Patient Name

Patient/ Guardian Signature Date
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