ILDIKO TABORI, PHD

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

SECTION |

I, , ACKNOWLEDGE RECEIPT OF THE
NOTICE OF PRIVACY PRACTICES THAT EXPLAINS LIMITS ON WAYS THAT THE OFFICE OF DR.
ILDIKO TABORI MAY USE OR DISCLOSE MY PHI FOR MENTAL HEALTH AND OTHER
PSYCHOLOGICAL SERVICES THAT ARE BEING PROVIDED BY THE OFFICE OF DR. ILDIKO TABORI,
DR. ILDIKO TABORI OR ANY EMPLOYEE OR ASSOCIATE OF THE OFFICE OF DR. ILDIKO TABORI.

SIGNATURE: DATE:

PRINT NAME:

IF NOT SIGNED BY THE PATIENT, INDICATE RELATIONSHIP:

NOTE: LEGAL GUARDIANS AND CONSERVATORS MUST SHOW PROOF.

SECTION II

THIS SECTION IS TO BE COMPLETED ONLY BY DR. ILDIKO TABORI OR ANY EMPLOYEE OR
ASSOCIATE OF THE OFFICE OF DR. ILDIKO TABORI.

THE PATIENT DID RECEIVE A COPY OF THE NOTICE OF PRIVACY PRACTICES, BUT DID NOT SIGN
THIS ACKNOWLEDGEMENT OF RECEIPT BECAUSE:

PATIENT LEFT OFFICE BEFORE ACKNOWLEDGEMENT COULD BE SIGNED.

PATIENT DOES NOT WISH TO SIGN THIS FORM.

PATIENT CAN NOT SIGN BECAUSE:

THE PATIENT DID NOT RECEIVE A COPY OF THE NOTICE OF PRIVACY PRACTICES BECAUSE:

PATIENT REQUIRED EMERGENCY TREATMENT.

PATIENT DECLINED THE NOTICE AND SIGNING THIS ACKNOWLEDGEMENT.

OTHER:

PROVIDER OR STAFF NAME:

SIGNATURE: DATE:




