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Notice of Privacy Practices Acknowledgement Form  

 
 

 

I hereby acknowledge that on ___________________ (date), I received or 

was offered a copy of the Notice of Privacy Practices of My Community 

Health Center (MCHC)  which sets forth the ways in which my health 

information may be used or disclosed by MCHC and outlines my rights with 

respect to such information. 

 

 

 

__________    _________    ______________________________________       

Date                Time              Signature of Patient or Legal Representative                   
 

 

 

 

 

***Place in Patient’s Chart*** 

Patient Label  

MCHC staff should complete if Acknowledgment Form is NOT signed: 
 

1. Did patient receive a copy of the Privacy Notice?  □ Yes  □ No 
 

2. Below explain why the patient did not sign the acknowledgement form and/or explain the 

efforts in trying to obtain the patient’s signature (check all that apply): 
 

□ Patient unable to comprehend    □ Patient/Legal Representative left before signature obtained 

□ Patient communication barrier    □ Legal Representative not available    

□ Patient refused to sign 

[ ]  □ Patient offered and refused copy of NPP  

□ Patient states that they have already received a copy of MCHC’s NPP                                                

□ Other:___________________________________________________________________ 
 

 

Completed By: _______________________________       ____________        ___________ 

                         Signature of Workforce Member                 Date                        Time 
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