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Receipt of Notice of Privacy Practices 
Written Acknowledgment Form 

 
 
 
 I, ______________________________________, have received a copy of  
 
Philadelphia Health Associates – Adult Medicine’s Notice of Privacy Practices. You 
indicate you received a copy from the office or via our website. 
 
 
__________________________________________  ________________ 
                                 Signature of Patient                 Date 
__________________________________________  ________________ 
  (Signature of Patient Representative)                Date 
 
_______________________________________________________ 
Relationship to patient 
 
** If you obtained this form by downloading, please sign and bring to your next 
appointment.  


