Acknowledgement of Receipt of Notice of
Privacy Practices

| acknowledge that | was provided a copy of the Notice of
Privacy Practices and that | have read them or declined the
opportunity to read them and understand the Notice of Privacy
Practices. | understand this form will be places in my patient

chart and maintained for six years.

Patient Name (Please Print) Date

Parent, Guardian or Patient’s legal representative (Please Print)

Signature

VanQuaethem Chiropractic at Madison Valley @ 2914 East Madison Street, Suite 109 Seattle, WA 98112






