Acknowledgement of Receipt
Of

Notice of Privacy Practices

I acknowledge that I have been provided with and opportunity to read the Notice of Privacy Practices for Molly A. Miller, MS, PT, Sole Proprietor.  I have read them, or declined to read them, and understand the Notice of Privacy Practices.  I understand that I may request a copy of this Notice at any time.  I understand that this form will be placed in my patient chart and maintained for six years.

I give Molly A. Miller, MS, PT, Sole Proprietor permission to call me at home and leave a message if necessary:

YES_____________________        NO____________________

I give Molly A. Miller, MS, PT, Sole Proprietor permission to call me at work, and leave a message if necessary:

YES _____________________
NO __________________

________________________________________

_________________

Name (please print)





Date

___________________________________________



Signature of Patient, Parent, Guardian or Patient’s Legal Represntative
