
PLANO WOMENS HEALTHCARE, P.A. 
 
 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 
WRITTEN ACKNOWLEDGEMENT FORM. 

 
 

____________________________________ __________________ 
 Patient Name Printed      Date Of Birth 
 
 
 
___________________________________ 
 Patient Social Security Number 
 
 
 
I,______________________________, have received a copy of the Notice of  
 
Privacy Practices. 
 
 
 
 
___________________________________  ____________________ 
 Patient Signature     Date 
 
 
 
 
___________________________________  _____________________ 
   Guardian Signature  (if patient under 18)   Date 
 
 
 
 
 
 
 
 


