
      

      

    

_____________  ________________ ___________________________________________

ACKNOWLEDGMENT OF RECEIPT OF NOTICE 
OF PRIVACY PRACTICES 

I have received the Mills-Peninsula Notice of Privacy Practices. This Notice provides 

information about how Mills-Peninsula may use or disclose my protected health information. 

_____________ ________________ ___________________________________________
 Date Time Signature of patient or legal representative 

If other than patient, indicate relationship 

Mills-Peninsula has made a good faith effort to obtain the above acknowledgement.  At this time the 
following circumstances exist: 

The patient refuses to sign 

The patient is not able to sign and there is no legal representative available 

Date Time Signature of MPHS employee 

DISTRIBUTION: WHITE - MEDICAL RECORD YELLOW - PATIENT 


