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HIPAA Client Notification of Privacy Rights 

Signature Page 

I, ________________________________________________, understand and have been provided a 

copy of the Client Notification of Privacy Rights Document which provides a detailed description of the 

potential uses and disclosures of my protected health information, as well as my rights on these matters. 

I understand I have the right to review this document before signing this acknowledgment form.  

__________________________________________________________    ____________________ 

Signature                      Date 
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