
NOTICE OF PRIVACY PRACTICES

Acknowledgment of Receipt

ACKNOWLEDGMENT OF RECEIPT                                                  

By signing this form, you acknowledge receipt of the NoƟce of Privacy PracƟces of FP Associates, PC.  
Our NoƟce of Privacy PracƟces provides informaƟon about how we may use and discuss your protected 
health informaƟon.  We encourage you to read it in full.

Our NoƟce of Privacy PracƟces is subject to change.  If we change our noƟce, you may obtain a copy of 
the revised noƟce by contacƟng our organizaƟon at 402-292-1072.

If you have any quesƟons about our NoƟce of Privacy PracƟces please contact the office at:                  
402-292-1072

_____________________________________________________________________________________

I acknowledge receipt of the NoƟce of Privacy PracƟces of FP Associates, PC.

Signature: ________________________________________________ Date: _____________________
(paƟent/parent/conservator/guardian)

INABILITY TO OBTAIN ACKNOWLEDGMENT

To be completed only if no signature is obtained.  If it is not possible to obtain the individual’s 
acknowledgment, describe the good faith efforts made to obtain the individual’s acknowledgment, and 
the reasons why the acknowledgment was not obtained:

Signature of provider representaƟve: _________________________________

Date: _________________________

Witness Signature: ________________________________________________
(FP Associates, PC Staff Member)


