
New York College of Health Professions 

Acknowledgement of Receipt  
of HIPAA Notice of Privacy Practices  

_________________________________  
Printed Name 

_________________________________   _____________________ 
Signature of Patient/Representative Name   Date 

If Personal Representative’s signature appears above, please describe Personal 
Representative’s relationship to the patient . 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_________________________________________ 
Signature of Employee completing form


