
Notice of Privacy Practices
Acknowledgment of Receipt

Dr. Bowen  is required to provide you with a copy of its “Notice of Privacy Practices” document, and to 
obtain written acknowledgment, if possible, that you have received it.  The notice outlines the types of 
uses and disclosures that may occur involving your protected health information.  It also describes your 
rights and explains how you may exercise those rights.  

I understand that my protected health information can and will be used to:

• Provide and coordinate my treatment among health care providers
• Obtain payment from third-party payers for my health care services.
• Conduct normal health care operations such as quality assessment and improvement activities.  

I understand that my provider has the right to change the Notice of Privacy Practices and that I may 
request a current copy at any time.  

My signature below acknowledges that I have:     (please check one box)

□ Been offered a copy of the “Notice of Privacy Practices” document and have accepted that copy.

□ Been offered a copy of the “Notice of Privacy Practices” document and have declined to take a copy. 
I understand that I may request a copy at any time in the future, and will be granted a current copy 
upon request.  

___________________________________ __________________
Patient Signature Date

___________________________________ __________________
Guardian / Representative’s Signature Date

_________________________________
Relationship to Patient

Office Use Only:

I hereby affirm that Bothell Natural Health Center has made a good faith effort to provide a copy of the 
Notice of Privacy Practices document to the above named patient, and to obtain written acknowledgement of 
such.  

Staff Initials_______

Patient was offered form but refused to sign
Patient was physically unable to sign acknowledgement
Communication barriers
Other ___________________________________________________


