
 
 
 
 

 

 

 

Notice of Privacy Practices Receipt 

I acknowledge that I was provided with the Notice of Privacy Practices of Liberal Diagnostic. 

Print Name of Patient:____________________________________________________ 

Signature of Patient:_____________________________________________________ 

Date:__________________________________________________________________ 

 

 

 

For Personal Representative of the Patient: 

Name of Personal Representative:___________________________________________ 

Relationship to Patient:____________________________________________________ 

Signature of Representative:________________________________________________ 

Date:___________________________________________________________________ 

 

 

 

____________________________________________  ______________________ 

Signature of Practice Employee     Date 


