










   Acknowledgement of Receipt of Privacy Notice/Good Faith Efforts 
Updated Sept 2013 

SWAN MOUNTAIN WOMEN’S CENTER, PC 

 

Name of Patient:  __________________________________________ 

 

Patient Date of Birth:  _________________________________ 

  

Acknowledgement of Receipt of Notice of Privacy Practices 
 

I acknowledge that I have received a copy of Provider's Notice of Privacy and HIPPA Practices 

with the effective date of September 23, 2013 

 

 

_____________________________________  ______________________ 

Signature of Patient/Patient Representative     Date 

 

_____________________________________ 

Relationship to Patient 
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