[image: image1.png](/ﬁﬁrﬂm(‘tﬁ;‘cw\ @f@ ERMATOLOGY
dricnne lewari or of Medicine

of o
y Greek





ACKNOWLEDGEMENT OF RECEIPT OF NOTICE

I hereby acknowledge that I received a copy of this medical practice’s Notice of Privacy Practices

Signed ___________________________________


Date ________________________

Print Name ________________________________


Telephone ___________________

If not signed by patient indicate relationship:

· Patient or guardian of minor 

· Guardian or conservator of an incompetent patient

· Beneficiary or personal representative of decreased patient

Name of Patient ________________________________________________________________

FOR OFFICE USE ONLY

· Signed form reviewed by  ___________________________________

· Acknowledgement refused

Efforts to obtain:



__________________________________________________



__________________________________________________

Reason for refusal:



__________________________________________________



__________________________________________________
Adrienne E. Stewart M.D. 

DIPLOMAT, AMERICAN BOARD OF DERMATOLOGY
3300 E. First Avenue, Suite 400    Denver, CO 80206        

(303) 333-6060   Fax: (303) 333-9239
