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Rlvers ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE FOR
HEALTH CARE PROVIDERS

l, , do hereby
acknowledge receipt of a copy of Sioux Rivers MHDS Region Notice of Privacy Practice.

Signature of Individual: Date:

NOTICE IS RECEIVED BY THE INDIVDIUAL’S PERSONAL REPRESENTATIVE/GUARDIAN

Signature of Personal Representative: Date:

Legal Authority of Personal Representative



